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THE COMMUNITY AND THE ADOLESCENT 
Everyone thinks he understands adolesc-
ent problems, and has his pet theory as to 
their origin; but our chief responsibility is 
to decide on the best ways to deal with 
these problems; and to deal with them as 
much as possible on the community level, 
before having to appeal to society's last 
resort, the court of law and the reform 
system. 
The best medicine is preventive; so with 
the adolescent, his first line of defence is 
his family. If the family unit is cohesive 
and if ideas are freely exchanged within 
it, problems that do occur can be managed 
with a simple appeal to the parents. But, it 
happens that the best of family units have 
produced problem or delinquent children, 
and it is well known that the family social-
ly and economically deprived, produces the 
greatest percentage of adolescent behav-
ioural problems in the community. U the 
family is incapable of solving adolescent 
problems, who is responsible? It is my 
thesis that the community is responsible, 
as a whole, for all its members, regard~ess 
of their state or status, and it is the great 
shame of our community that it has not 
yet provided adequate facilities for this 
purpose. Of course, a great deal depends 
upon the desire of the teenager to seek 
help, but, it has been said that most 
troubled teenagers do want help; the de-
ficiency has been in supply of that help. 
It is not the function of this paper to 
discuss in detail all the facilities available, 
but more to point out the range of such 
facilities, and perhaps some deficiencies as 
well. 
On a personal basis, the adolescent may 
seek out a school teacher or guidance 
teacher; certainly some use is made of 
these people, but the scope of their skill is 
usually limited to academic and job advice, 
not including the sociological problems 
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which seem to be the chief concern of the 
child. The adolescent has access to a family 
doctor if he so desires, but doctors are 
trained in physical disease and are usually 
woefully unprepared to play the role of 
social worker. On the other hand, the 
psychiatrist is an excellent resource in some 
cases and this community has some first-
rate psychiatric facilities, which do or do 
not fulfill adolescent requirements (de-
pending on whom you consult); but still, 
most adolescent problems are not psychiat-
ric. Finally, the minister may answer some 
needs, but unless he is prepared to be 
down-to-earth, his spiritual answers are all 
too often just what the adolescent does 
not need and does not want. All these 
people are professionals who answer rather 
specific needs, and the literature has shown 
that what the adolescent needs most is an 
ad11lt friend, not professional advice. 
Social workers have done some fine 
work with adolescents, but prior to last 
summer, the workers of this community 
were all tied to specific agencies, doing 
specific jobs; this meant a generally unco-
ordinated attack on the adolescent prob-
lem. Beginning last summer this city 
initiated an experiment (following the 
lead of several other North !unerican 
cities) whereby a social worker, paid by 
the Family Service Bureau was detached 
for the sole purpose of making useful con-
tact with "high risk" adolescents, wherever 
they might be found (pool rooms, bowling 
alleys, downtown restaurants, etc.) This is 
a small but encouraging beginning in the 
fight against a huge problem, and still 
does not account for the female adolesc-
ents or the problems of youth outside the 
core area. It is not known just what the 
long-term results will be, but the worker 
feels that these boys are easy to reach, as 
long as a since.re desire to communicate is 
demonstrated. He is currently in contact 
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with more than sixty boys in the core area 
and feels it is impossible to estimate the 
number needing further help. This pro-
gram holds great promise for the commun-
ity and if adequately expanded should fill 
many needs. It also demonstrates forcibly 
that personal communication with an adult 
can benefit the adolescent, if he knows how 
to contact the right person, and if the right 
person is available to him. 
Not all teenagers need personal contacts 
to straighten out their difficulties; organ-
ized groups may provide the solution, par-
ticularly in their ability to mould social 
behaviour. Many church groups exist to 
bring adolescents together ( eg. Young 
People's, High Teens etc.) but one wonders 
if they reach, or even attract, the problem 
individual. Various youth dubs and service 
clubs through the city serve a useful, but 
hardly adequate function in organizing and 
helping youth. Perhaps the YM-YWCA is 
the answer, but it has been said that in 
London it "caters to the middle class". 
This may well be true, and amply illus-
trates the vital fact that communication is 
a two-way street which both sides must 
travel; if our organizations were more 
willing to reach out to the adolescent, no 
matter what or who he is, they could nip 
many blossoming social problems in the 
bud. A recent encouraging event has been 
the establishment by the PUC of a "drop-
in" centre, where the adolescent can come 
and play billiards, or attend dances, and 
have some adult supervision. Out of such 
loosely organized centres c.an come many 
useful adult-adolescent contacts. Some ele-
ment of organization is necessary, due to a 
rather disturbing tendency for unsuper-
vised adolescent gatherings to structure 
themselves as gangs. There is no doubt 
that much remains undone in this field ; 
needs will have to be met both by altering 
(sometimes radically) existing institutions, 
and by starting new, and specifically de-
signed, programs. 
H the adolescent's problems are such 
that he becomes of social concern, the com-
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munity must step in to correct or disci-
pline; this it does through the courts and 
through the reform system. It would be 
wrong to say that all this could be avoided 
if proper management had been instituted 
early; but certainly, much of this legal 
tragedy could be prevented, were the facili-
ties available. 
The juvenile court deals with offenders 
under sixteen years, and if sentence is 
passed, these children go to training 
schools, with no record. The offender over 
sixteen years, goes into adult court and has 
a record; if sentenced to less than two 
years, he goes to reform school, if more 
than two years, penitentiary. Much has 
been said in recent months on the subject 
of penitentiaries, reform schools, and the 
adolescent. Suffice it to say that when the 
young first offender is sent to them, with 
no attempt at separation from the older, 
more hardened inmates, he is much more 
likely to learn crime than to eschew it ; 
efforts are now being made to improve this 
dreadful situation and certainly, none too 
soon. 
Training schools are a considerable 
improvement and, in fact, may fill a neces-
sary disciplinary role in the management 
of two types of adolescent; first, the child 
basically lacking in socially responsible 
behaviour, more because he is spoiled than 
because he is deprived; a well-structured 
environment with stiff but logical disci-
pline often brings these children around. 
Second is the adolescent who makes 
trouble just because he wants to, and who 
refuses to talk or listen to anyone, family 
or otherwise. 
The adolescent products of hard-core 
"problem" families are frequently found 
in the training schools and it has been 
suggested that there is no real cure for 
these kids unless the family itself is "treat-
ed"; that is, the community must indicate 
that it expects the family to accept and to 
use help, to prevent further problems with 
the teenager. The difficulties involved in 
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this expectation are manifest and manifold 
and each approach would have to be indi-
vidualized, but the community mrJJI be-
come involved, and cease casting its social 
burdens onto the capable but overloaded 
shoulders of social workers and court of-
ficials. 
Occasionally the training schools take in 
a boy or girl from a basically warm and 
well-knit family, one who has become 
delinquent in response to some great stress 
( eg. mother dies); these are patently prob-
lems which should be handled "at the 
front door" in the courts, and not the 
institutions, since cure is a matter of under-
standing, not of discipline. Rarely, an 
endocrine problem gets into the training 
schools, but these will, hopefully, be elim-
inated in the future by a screening centre 
(the first one) to be set up in Kitchener-
Waterloo; all children will be seen by a 
doctor, social worker, psychiatrist, and 
psychologist, before being sent to training 
school. The training schools are far from 
perfect but improvements are being made; 
some of the new superintendents are social 
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workers (they used to be army personnel); 
there is a greater trend towards individual-
izing each case and combining proper 
medical and .psychiatric care with a reason-
able environment and time, to achieve maxi-
mum results. The training schools may 
well be the answer when the community 
has failed in its initial efforts. 
By now, you know that there are multi-
ple unmet needs in the sphere of ado-
lescent problems. Some effort (of gr.eater 
or lesser intensity) is being made to rectify 
the situation, but much yet remains. Most 
important is that the community rise from 
its couch of apathy, ignorance and reti-
cence, and take an active part in finding 
solutions to these problems. Most impor-
tant is that lines of communication be 
established between the adolescent and his 
community; he often desires, but is unable 
to achieve its stability. The community is 
indeed responsible for all its members, and 
can only benefit by reaching out to them, 
because it reduces problems, and creates 
more useful citizens. 
J. Paul Newell 
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ACHIEVING ADULTHOOD 
All societies distinguish between adult-
hood and childhood, however, the way in 
which adulthood is achieved varies greatly 
from culture to culture. In some societies 
this transition is well defined and the 
change-over occurs very easily and rapidly. 
However, in other societies, the transition 
is very prolonged and difficult and often 
has many stages. The signs of adulthood 
may vary from financial independence or 
marriage to some religious ritual. Full 
adulthood may come only with parenthood, 
or in some cultures following the death of 
a parent and the assumption of complete 
responsibility for the whole family. 
Maturation is not merely an inescapable 
physiological ageing phenomenon. Biologi-
cal processes are more or less similar in all 
societies, regardless of culture. It is the 
culture, which defines the social and be-
havioural characteristics of the individual. 
The culture defines the roles which one 
must play, as one ages. 
In our society, we achieve adulthood 
step by step. It is defined differently for 
different reasons. Laws regulate the ages 
when one may leave school. There are ages 
defined for voting, drinking alcohol, sign-
ing a legal document and holding an 
elected office. Legally, there is an "age 
of consent" . Before this age you cannot 
marry without your parents' consent. 
Today, some consider leaving home, a 
bigger step than marriage in obtaining 
independence. However, the shift in roles 
from being a son or daughter, to being a 
husband or wife and consequently a 
father or mother is very awkward. 
Many societies have ceremonies and 
rituals to mark the onset of puberty. The 
menarche, or first menstruation in the 
female, is often a momentous occasion. 
There are elaborate public festivities held 
for this proud new woman. In other 
140 
By HEATHER PENNEY '68 
societies, the female goes into seclusion for 
a given length of time. During this retire-
ment, the older women care for, and teach 
the initiate how to look after a husband. 
The Shasta have puberty rites, only for 
females. These begin on the night follow-
ing her first period. The girl stays in her 
mother's menstrual hut for ten days. Dur-
ing this time, she cannot leave the hut 
except to dance at night and collect fire-
wood. She is painted with various dyes and 
wears a feather head dressing, made of 
bluejay feathers, to shield her eyes from 
the sun and moon. All this time she cannot 
speak above a whisper. Everything is done 
for her. Her mother and the other elderly 
women in the tribe even feed her and wash 
her hair. At the end of this time, she 
comes forth dressed in her finest, before 
the whole village and everyone celebrates 
her new womanhood. 
In other tribes the puberty rites, include 
tatooing, scarifying the shin, filing or 
blackening the teeth or piercing the girl 's 
ears and/or nose. Others deflower the girls 
and even mutilate their genitalia including 
clitoridectomy to prepare them for mar-
riage. 
In a number of societies, the girl 
acquires a new name with her new status. 
Girl's puberty ceremonies are similar to 
our introduction of a debutante into 
society. They inform the public, that a 
young woman has left childhood, and is 
now eligible for marriage. 
Puberty rituals for males are usually 
large get togethers, although in some 
tribes the youth goes out alone to undergo 
the metamorphosis as the youth of some 
North Ame.rican Indian tribes did. In many 
parts of Mrica and Australia, the initiation 
ceremonies last months and even years. 
Some start at ten years of age and continue 
until the youth is twenty. More frequently 
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they last only a few months. The boys 
attend a bush school for a long time, away 
from home. Their training frequently in-
cludes tests of physical fitness, strength 
and endurance. They a.re taught the vari-
ous tribal traditions and often forms of 
bodily mutilation, such as scarification, are 
included in the curriculum. 
In Australia, there are three main classes 
of ceremonies, found in different geo-
graphical locations. The extreme east and 
west coastal tribes knock out teeth in their 
pubescent males. In the centre of Australia, 
they specialize in both circumcision and 
knocking out teeth. Curcumcision alone, is 
characteristic of the tribes in inbetween 
areas. These ceremonies, mark the change 
of the male, from childhood to manhood. 
This new status cuts the man off, forever, 
from his former childish way of life. We 
are all familiar with the analagous Jewish 
Bar Mitzvah. 
In some societies, sexual experimenta-
tion is permitted as an introduction to 
adulthood and marital responsibilities. 
Many parts of the world have bachelor 
houses for young single men to live in, 
and some houses for single women. They 
also have houses for both single men and 
single women to live together. Strange as 
it may seem, with this sexual freedom 
premarital pregnancy is usually strongly 
condemned. 
The Zulus in Africa place strong empha-
sis on premarital chastity. The mother of 
a virgin bride receives a special cow for 
guarding her daughter. If the daughter is 
not a virgin, the cow is taken away and 
the marriage is frequently cancelled. 
The Mrican Nyakyusa believe that sex 
should be taught by one's own peers, and 
it is highly improper for parents to teach 
their own children about sex. 
The Western Youth of today faces many 
problems. The transition from childhood 
to adulthood is poorly defined and incon-
sistent. Parents push their kids into "going 
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steady" at twelve, when they should still 
be playing hockey or football. The law, on 
the other hand, will not allow you to touch 
a drop of liquor before twenty one. Which 
way is the adolescent supposed to turn? 
What role should he play? Today, the 
percentage of teenagers is rising tremend-
ously with the post war boom. There are 
over sixty one (61) million people, under 
eighteen years of age in the United States 
alone. The advertising business is geared, 
more and more, towards the young con-
sumer market, which is now worth over 
ten billion dollars annually. 
The twelve year old suburban girl 
whose shopping list reads "water 
pistol, brassiere and hair permanent", 
demonstrates not merely the tremors 
of transition but also purchasing 
power.1 
In the United States, you don't need to be 
an adult to buy as an adult. All you need 
is a credit card to "grow up now and pay 
later." 2 
Transitions occur continually through-
out a man's life. From a son, he becomes 
a father; from a student, he becomes an 
educated man; from an adolescent he be-
comes an adult. At each level in life, one 
acquires different capabilities; at each 
stage he has a different role to play in 
society. But, it seems that the metamor-
phosis from childhood to adulthood is the 
most tortuous. 
1 &nd 2 Erikson, Erik: Y o11th: Ch~V~ge IVId Chal-
lenge. Basic Books Inc., New York and 
London, 1961, p. 134. 
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SEXUAL DEVELOPMENT IN THE FEMALE 
By DAVID GIRVAN, '66 
INTRODUCfiON 
Puberty (from the Latin, pubertas, adulthood) is a physiologi-
cal phase during which the maturation of the sexual organs occurs. 
It is an epoch characterized by the gradual assumption of the 
external features of masculinity and femininity and the development 
of the behaviour patterns characteristic of the two sexes. This 
transitional phase between childhood and adulthood is generally 
referred to as adolescence (from the Latin, adolescentia, to grow). 
ETIOLOGY 
The mechanism which is responsible for 
the initiation of puberty is poorly under-
stood. Apparently at this predestined time 
neural or neurohumeral stimuli from the 
hypothalamus cause the secretion of gona-
dotrophic hormones by the anterior pitui-
tary. In the female these consist of follicle-
stimulating hormone (FSH) and luteinizing 
hormone (LH) . In conjunction, the adrenal 
cortex begins to produce increased amounts 
of androgens, and the result of these 
hormonal influences is puberty. During 
immaturity there is probably some inhibi-
tion of this mechanism which requires 
physiologic maturation of the nervous 
system before the inhibition is overcome 
and the hypothalamic-pituitary mechanism 
becomes active. As well, the gonads may 
be required to mature to a certain degree 
before they become responsive to gonado-
trophic stimulation. Little is known con-
cerning the racial, genetic, climatic and 
nutritional factors, and the state of general 
body maturity which are responsible for 
setting off the trigger mechanism of the 
hypothalamic - pituitary - gonadal - adrenal 
system. It should therefore not be surpris-
ing that one encounters many variations 
and differences in sexual development in 
the female when so many factors and 
delicate hormonal balances contribute to 
this aspect of growth. 
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NORMAL PUBERTAL CHANGES 
IN THE FEMALE 
The onset of puberty varies considerably 
in normal females. A familial pattern 
seems to exist, there being a high corre-
lation between onset in daughters, moth-
ers, sibs, and other related women. Sexual 
maturation in the female begins with FSH 
stimulation of one or more of the graafian 
follicles which go onto maturity in the 
ovary. These mature follicles produce estro-
gens which along with the simultaneously 
appearing adrenal androgens are responsi-
ble for the appearance of female secondary 
characteristics. Estrogen is responsible for 
the develpment of the breasts, labia min-
ora, vagina, uterus, and tubes whereas the 
androgens stimulate growth of sexual hair, 
labia majora, and activity of sebaceous 
glands and subsequently acne. 
Breasts 
In girls the earliest sign of onset of 
puberty is budding of the nipples with 
subsequent development in pigmentation 
of the areolae. Therefore the average age 
of onset of puberty in females is approxi-
mately nine to ten years of age. Following 
this bud stage there is a progressive ac-
cumulation of mammary gland tissue con-
sisting of fat, an extension of the mam-
mary duct system, and periductal fibrous 
tissue. This accounts for the increasing 
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size and firmness of the adolescent breast 
and is estrogen-directed. Growth continues 
once ovulatory cycles are established under 
the stimulus of progesterone from the 
corpus luteum which stimulates formation 
of the lobules and acinar structures of the 
breast. 
Pubic and Axiliary Hair: 
This appears shortly after the begin-
ning of adolescent hypertrophy of the 
breasts, commencing initially on the labia 
majora, spreading medially and upward 
over the mons veneris and then extending 
laterally to complete the characteristic 
feminine pattern of an inverted-triangle. 
Axillary hair appear after the pubic hair, 
just before menarche. 
Changes in Body Form and Growth: 
With adolescence there is a loss of 
angularity and the attainment of the typi-
cal feminine contour. This is due in a 
large part to the distribution of adipose 
tissue about the shoulders, breasts, hips, 
buttocks and the mons veneris. The face 
becomes rounder and more delicate in out-
line. Weight increases, the hips become 
wider as the transverse diameter of the 
bony pelvis increases, and the gluteal pad-
ding makes this region more prominent. 
Equally as important as the sexual devel-
opment is the growth spurt during pub-
erty. The degree of development of the 
secondary sex characteristics correlates 
very closely with this important growth 
spurt and if there is a delay in the onset 
of puberty, then this growth spurt will be 
delayed also. The individual remains small 
and has the appearance of a young girl. 
This growth spurt includes both linear 
growth and weight gain. Initially there is 
a "springing up" period and then follows 
the "filling out" period. During this per-
iod the skeletal epiphyses gradually close 
due to the effect of estrogen. 
External Genitalia: 
The labia majora become larger due to 
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an increase in their fatty tissue and tend 
to obscure the labia minora. Hair appears 
on the labial surface and the mons veneris 
becomes more prominent as adipose tissue 
is deposited and pubic hair covers it. 
Internal Genitalia: 
The ovaries increase in size becoming 
more ovoid in shape and follicular matura-
tion begins just prior to the menarche. 
Eventually ovulation and formation of 
corpora lutea occur. The fallopian tubes 
become straighter and larger in diameter 
with better differentiation of the plica-
tions of the tubal mucosa. The uterus 
enlarges rapidly but the development of 
the adult uterus and cervix involves more 
then simple growth; it is characterized by 
an absolute decrease in the length of the 
cervix. The corpus which was smaller 
grows to twice the size of the cervix and 
attains the adult cervico-uterine ratio by 
the sixteenth to nineteenth year. Glandular 
proliferation occurs due to estrogen influ-
ence premenarchally, and with the advent 
of menarche it may show full estrogenic 
proliferation and also the secretory phase 
due to progesterone influence. 
The vagina increases in both length and 
width and during late adolescence the 
fornices and rugosities develop. During 
childhood the vaginal fluids are neutral 
or slightly alkaline due to the prescence 
of gram positive cocci and diplococci 
and the absence of glycogen and DOder-
lein bacilli. During puberty, the vaginal 
epithelium is built up to many layers of 
cells containing glycogen which become 
cornified and their nuclei become small 
and hyperpyknotic. The DOderlein bacilli 
become the predominant organisms of the 
vagina and the vaginal fluid becomes acid. 
Menarche: 
The menarche, the occurrence of the 
first menstrual period, is the most striking 
manifestation of puberty. In North .Amer-
ica the average age is thirteen and a half 
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years with a range between nine and 
seventeen. Among the factors which seem 
to influence menarche are heredity, cli-
mate, racial characteristics, socio-economic 
position, and the level of nutrition and 
general health. Although the first flow is 
a physiological landmark it is not proof 
that ovulation has occurred. At the onset, 
the hormonal relationships controlling 
pituitary-ovarian mechanism are not fully 
established and it may take several years 
before true ovulatory menstrual cycles are 
established. Therefore it is not surprising 
that during this period of transition, men-
strual irregularities are frequent. Some-
times scanty menstrual bleeding occurs at 
long or irregular intervals, while in other 
cases the flow is prolonged and excessive 
and may require treatment. 
Other Features: 
Vasomotor disturbances such as blush-
ing, pallor, sweats and tachycardia can 
occur during puberty but are not as mark-
ed as at the menopause. Skin disorders, 
especially acne are common during pubesc-
ence. Behaviour changes including shy-
ness, moodiness and restlessness are often 
very striking during this transitional phase 
of life. 
TABLE 1: AVERAGE APPROXIMATE AGE OF PUBERTAL CHANGES 
IN GIRLS AND BOYS* 
AGE IN 
YEARS 
GIRLS 
9-10 Growth of bony pelvis, 
development of nipples 
10-11 
11-12 
12-13 
13-14 
14-15 
15-16 
16-17 
21 
Initiation of mammary 
development 
Pubic hair, vaginal changes, 
growth of external and 
internal genitalia 
Pigmentation of mammary areolae 
Appearance of axillary hair, 
menarche ( av. age, 13.5 yr., 
range 9-17 yrs.) 
Acne common 
Arrest of skeletal growth 
BOYS 
Initiation of testis and 
penis growth 
Prostatic activity 
Appearance of pubic hair 
Rapid growth of genitalia 
Appearance of axillary hair, 
deepening of voice 
Mature spermatozoa (av. age 
15 yrs., range 11-17 yrs.) 
Acne common, appearance of 
facial and body bair 
Arrest of skeletal growth 
• .From Riley, Gardner, M.: Gynecologic Endocrinology. New York, 19~9. p . 8~ . 
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VARIATIONS AND ABNORMAliTIES 
IN SEXUAL DEVELOPMENT 
I. CONSTITUTIONAL DIFFERENCES 
1. Delayed onset of adolescence 
Failure of the pubertal changes to ap-
pear during the year when they are norm-
ally expected is a common complaint heard 
by the doctor and often leads to anxiety on 
the part of both patient and parents. Often 
there is a family history of a similar ado· 
lescent pattern and eventually there is a 
normal outcome. Differentiation from 
gonadal aplasia is important and will be 
discussed later in the article. Treatment is 
expectant with normal changes often ap-
pearing within six months to a year. Only 
in cases of severe psychologic inferiority 
should endocrine therapy be considered, 
and then only after adequate investigation. 
2. Premature thelarche and pubarche 
This is the development of breasts in 
prepubertal females (premature thelarche) 
or early development of sexual hair on 
labia or mons (premature pubarche) with-
out other signs of pubescence or sexual 
maturation. With premature pubarche one 
must differentiate it from virilization due 
to adrenal tumor or hyperplasia and true 
sexual precocity. Treatment in both in-
stances consists of reassurance that the out-
come will be normal. 
3. Variations in femaleness 
Hirsutism and acne are common com-
plaints of pubescent females. They are 
probably due to a hypersensitivity of the 
hair follicles and the patient is often 
larger and more muscular than the average. 
The symptoms often disappear after ado-
lescence without treatment, but differen-
tiation is necessary from adrenal hyper-
plasia or tumor, polycystic ovary syndrome 
(Stein-Leventhal), and drug induced hir-
sutism such as occurs with androgens or 
Dilantin. 
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4. Menstrual disorders 
Amenorrhea may be due to delay in 
onset of adolescence but one must rule out 
pituitary or ovarian deficiency or a con-
genital defect in the development of the 
genital tract such as imperforate hymen or 
maldevelop~ent of uterus, cervix or vag-
ina. Menstrual irregularities such as scanty 
or excessive menstrual bleeding may occur 
for the first year or two until the cycle 
becomes regulated. Providing a careful 
gynaecological history and physical exam-
ination have been done and the more 
serious disorders have been ruled out, the 
treatment consists of reassurance and per-
haps administration of progesterone dur-
ing the third week of the cycle for three 
or four days if there is excessive bleeding. 
ll. SEXUAL PRECOCITY 
• This is the development in the female 
of the genitalia and sexual characteristics 
before the age of eight, or the beginning 
of the menarche before the age of nine 
years. Although sexual development is 
precocious, psychosexual and intellectual 
development are not advanced and follow 
closely with chronologie age. Therefore, 
supervision and assistance is required. 
In Table 2 the causes of sexual precocity 
are outlined according to whether sexual 
development is due to (A) the early secre-
tion of gonadotropic hormone, or (B) 
secretion of sex hormones by the gonads or 
adrenals. 
In the differentiation of "True Sexual 
Precocity" from estrogen producing neo-
plasms which make up only a small per-
centage of cases of female sexual pre-
cocity, one should carry out the following 
examination. 
1. History of rapidity of onset and char-
acter of menstrual bleeding. 
2. History of possible exposure to estro-
gens. 
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TABLE 2: SEXUAL PRECOOTY* 
A. 
ETIOLOGY 
GONADOTROPIN 
SECRETION 
LESION CHARACTERISTICS 
I. NEUROGENIC Brain Tumor 
Encephalitis 
Obscure Disorder -
Regular Menstruation 
Gonads Mature Normally 
Hypothalamus 
McCune-Albright 
Syndrome (Bone Dys-
plasia and Skin Pigmen· 
tation) 
Ovulation May Occur 
II. "IDIOPATHIC" 
ACTIVATION 
OF PITUITARY 
None Found 
III. GONADOTRO- Hepatoma 
PIN SECRETING Teratoma 
Regular Menstruation 
Sex Hormones Excreted 
in Normal Adolescent 
or Adult Amounts 
Regular Menstruation 
TUMOR Chorioepithelioma 
B. SEX HORMONE • 
SECRETION 
I. GONADAL Granulosa Cell 
Tumor or Cyst 
Luteoma or 
Thecoma 
Usually Irregular 
Menstruation 
Tumor, usually in one 
Gonad, other Gonad 
May Be Immature or 
Atrophic. 
Sex Hormones, Sometimes 
Excreted in Excess 
Amounts 
II. ADRENAL Feminizing Adrenal 
Tumor (Rare 
Gonads Usually Immature 
17 K-S Increased 
_. Modified from Wilkins, L. , The Diagnosis and Treatment of Endocrine Disorders in Child-
hood and Adolescence. Springfield, 1965. p. 224. 
3. Abdominal and rectal examination for 
tumor masses. 
4. X-ray of skull and routine neurological 
and ophthalmologic examinations for 
evidence of neurologic lesions. 
5. Urinary gonadotropin assay. 
6. Measurement of urinary 17-ketoster-
oids. 
7. Measurement of urinary pregnanediol. 
8. Measurement of urinary estrogens. 
Before precocious puberty can be diag-
nosed other conditions which may cause 
confusion must be ruled out and these 
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include premature thelarche and pubarche, 
withdrawal bleeding in neonates, presence 
of exogenous estrogens and vaginal bleed-
ing due to foreign body, trauma, or infec-
tion. 
The idiopathic or constitutional type 
comprises 80-90 percent of the cases and 
treatment consists of depo-medroxy-pro-
gesterone in more severe cases. Careful 
observation and management of any emo-
tional difficulties is also required. Cystic 
ovaries should not be removed. The neuro-
logic lesions make up the next largest 
group and few cases are amenable to treat-
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TABLE 3: PRIMARY OVARIAN FAILURE* 
Class 
I. PURE GONADAL 
AGENESIS 
II. GONADAL 
DYSGENESIS 
Karyotype 
XY 
a) Turner's syndrome XO 
b) Other chromosome 
patterns XO Mosaic 
e.g. 
XO/XX 
XO/ XX/ XY 
III. OVARIAN AGENESIS XX 
WITH EUNOCHOIDAL 
FEATURES 
IV. OVARIAN 
DYSGENESIS 
XX 
Gonadotro-
pins 
moderately 
raised 
moderately 
raised 
moderately 
raised 
moderately 
raised 
17 K.S. 
low 
normal 
down 
down 
normal 
Breasts 
0 
0 
slight gland 
development 
slight gland 
or nipple 
development 
* Modified from Kinch, R. A. et al., American Journal of Obstetrics and Gynecology, 91: 
634·635, 1965. 
ment. Occasionally neoplasms can be re-
moved surgically or radiation may be tried 
but generally the prognosis is poor. The 
gonadal types are relatively rare but 
response is excellent with surgical removal 
and prompt regression of symptoms occurs 
except with chorioepitheliomas which are 
highly malignant and have usually metas-
tasized before they are diagnosed. The 
psychologic development and management 
of the precocious female is beyond the 
scope of this paper, but is well outlined in 
Wilkin's Textbook. 
ill. SEXUAL INFANTILISM 
This is differentiated from delayed 
adolescence by its persistence and by the 
frequency of accompanying abnormalities. 
There are three main causative conditions 
in sexual infantilism. Hypothalmic defects 
such as craniopharyngiomas, tuberous 
sclerosis, tumor of midbrain, and congeni-
tal defects as in Lawrence-Moon-Biedle 
syndrome are rare causes. Frohlich's syn-
drome may result from a hypothalamic 
lesion. The second group is primary pitui-
tary deficiency principally panhypopitui-
tarism with dwarfism or selective gonado-
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trophin deficiency. The final group is 
the primary gonadal disorders some of 
which may be due to defective embryonic 
development of the gonads while others 
may be caused by disease, injury, or re-
moval of the gonads after they have differ-
entiated. 
Kinch et al. recently devised a classifica-
tion for primary ovarian failure with fe-
male phenotype which will be briefly out-
lined. It is based partly on clinical find-
ings, endocrine studies, and chromosomal 
karyotype, but mainly on the gonadal 
morphology. 
The specific gonadal dysgenesis known 
as Turner's syndrome with the XO karyo-
type perhaps deserves a more detailed 
description. This is characterized by short-
ness of stature, failure to develop any of 
the female secondary sex characteristics 
except for scant pubic and axillary hair, 
osteoporosis, retarded epiphyseal closure, 
webbed neck, elevated pituitary gonado-
trophin (FSH) excretion in the urine and 
an assortment of congenital anomalies such 
as coarctation of the aorta, hypertension, 
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eye defects, nerve deafness, cubitus valgus 
and occasionally mental retardation. 
Many cases of sexual infantilism get 
well into their twenties before they arc 
seen or a definitive diagnosis is made. 
.Absence of menstruation past the sixteenth 
year demands investigation. The diagnostic 
tools include many of those mentioned in 
the previous section on precocious puberty 
plus pituitary function tests such as FSH 
assay and metopirone response, karyotype 
studies, and in some cases culdoscopy and 
biopsy. 
Treatment in hypothalamic lesions in-
cludes surgery or radiation for tumors and 
substitution therapy when sexual infanti-
lism persists. Treatment in panhypopitui-
tarism consists of adrenal cortical and 
thyroid hormone replacement along with 
estrogen and progesterone substitution 
therapy in a cyclic schedule following an 
initial period of estrogen alone. Andro-
genic substitution can be used to obtain 
pubic hair. In selective gonadotrophin 
deficiency estrogen and progesterone 
should be initiated at the appropriate age. 
Sterility has always been considered to be 
permanent but there is some hope that 
with the new gonadotrophin extracts some 
individuals may be made fertile but these 
are not to be used for replacement therapy. 
In treatment of the primary ovarian dis-
orders the parents should be told that in 
addition to the short stature and other 
anomalies which may be present, their 
child will require female sex hormones at 
the age of puberty to compensate for the 
child's defectively developed sex glands. 
The parents and child should never be 
told she has a sex chromatin pattern simi-
lar to that of males. When the child is 
old enough to understand the situation. it 
should be explained frankly, stating that 
she is normal except for her ovaries and 
that she should be able to lead a normal 
life except she will probably be unable to 
have children. Hormonal treatment need 
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not be started till puberty at which time 
estrogen should be given until develop-
ment has reached that of an advanced 
adolescent and then cyclical estrogen and 
progesterone should be instituted. Little 
except encouragement can be done about 
short stature, but some anomalies may be 
amenable to plastic surgery keeping in 
mind the possibility of keloid formation. 
SUMMARY 
Female pubescence is a fascinating and 
complex period of life which is prone to 
many irregularities and abnormalities 
which may or may not be of importance 
to the patient and the physician . .A funda-
mental understanding of this change to 
adulthood will allow the physician to re-
assure the patient when the problem is not 
of serious consequence and begin treat-
ment or advise specialist help where seri-
ous pubertal abnormalities are encounte.r-
ed. 
I would like to express my appreciation 
to Dr. E. R. Plunkett for his kind assist-
ance and constructive criticism during the 
preparation of this paper. 
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CHANGES OF PUBESCENCE (MALE). 
Many doctors, especially family prac-
titioners and endocrinologists, are faced 
with worried parents of children consider-
ed to be developing abnormally. 
This article is intended to provide a few 
basic concepts of growth and development 
in the young male patient. It is hoped that 
it will provide guidance concerning 
which patients should be treated by the 
family doctor, and which should be referr-
ed to specialists for a more elaborate 
work-up. A. short review of some of the 
common causes of abnormal growth will 
also be given. 
Definitions - Webster states that ado-
lescence is "a state or process changing 
childhood to manhood or womanhood." 
The Concise Oxford Dictionary defines 
it as "the process of growing up." Growth 
is simply physical maturity. Development 
on the other hand is functional maturity. 
It is difficult to put an arbitrary age 
limit on adolescence and indeed this is 
not what the practitioner should do. He 
must realize the various shadings of devel-
opment and also be able to recognize 
definite abnormalities. 
FACfORS INFLUENCING GROWTH 
AND DEVELOPMEN'f2 
1. Intrinsic factors - A.n individual's pat-
tern of growth and development is deter-
mined basically by his genetic make-up at 
the time of conception. Genes may be 
thought of as physio-chemical activitors 
responsible for initiating patterns of 
growth and development. These patterns 
may be modified by other factors which 
eventually produce the phenotype, i.e. 
what the individual is. 
2. Extrinsic factors - These are the modi-
fiers. They include pre-natal, natal, and 
post-natal occurences; essential substances 
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in diet, e.g. vitamins, amino acids, oxygen; 
disease, such as rubella; and environment. 
ENDOCRINE RELATIONSHIPS1 -
INFLUENCE ON ADOLESCENCE AND 
PUBESCENCE 
A.n homeostatic endocrinological en-
vironment is necessary for the emergence 
of the fully developed adult. Alterations 
may occur in: 
1. Brain centres e.g. Hypothalmic lesion-
Froelich's syndrome. 
2. Anterior pituitary e.g. craniopharyngi-
oma and hypopituitarism. 
3. Target glands - Macrogenitosomia 
praecox. 
In the developing male, hormones of 
the anterior pituitary govern and produce 
certain changes characteristic of adolesc-
ence. These include: 
1. T.S.H. - necessary for production and 
release of thyroid hormone which acts to 
produce growth and skeletal maturity, 
dental development, and central nervous 
system maturation. 
2. A.C.T.H. - releases corticosteroid to 
accomplish their actions. 
3. F.S.H.- in the male, F.S.H. is respon-
sible for maturation of the seminiferous 
tubules with production of mature sperma-
tazoa. The stimuli to initial F.S.H. pro-
duction probably comes from the hypothal-
amus and probably is related to the genetic 
make-up of the individual. 
F.S.H. also induces secretion in the 
Sertoli cells of the testis, but further sttidy 
on the role of this secretion is needed. 
4. L.H.-I.C.S.H. - This hormone acts on 
the interstitial cells of the testes which in 
turn secrete androgens, mainly testoster-
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one. This hormone is responsible for 
development of the secondary sex charac-
teristics of the male habitus. 
~- LT.H. - Its role in the male is un-
known. 
6. Growth Hormone - acts directly on 
body tissues with a specific influence on 
bone and cartilage. It is necessary for the 
growth spurt in adolescence. 
INITIATION OF PUBER1Y 
Initiation hypothetically begins in the 
anterior pituitary with the secretion of 
F.S.H. This compound isn't found in the 
urine of the male until the changes of 
puberty begin. At this time, there is also 
an increase in adrenal androgens thought 
to produce further male sex development 
and sexual hair. 
What triggers this mechanism? It may 
be hypothalamic stimuli; it may be genetic; 
or it may be that a certain degree of 
maturity sets in motion further maturation 
mechanisms. Indeed, probably a combina-
tion of the above may be the answer. 
WHAT IS ADOLESCENCE? 
Profound change is the hallmark of 
adolescence. Changes occur as follows: 
1) increased physical growth 
2) appearance of secondary sex charac-
teristics 
3) puberty or ability to reproduce 
4) increased emotional strain and ad-
justment. 
1. Physical Growth. 
The so-called "spurt" begins with an 
early rapid period, then slows down to 
the final stature set out for the individual 
by his genes. Wide variations exist as to 
the timing of this spurt and this may bring 
the patient to the doctor. It may occur as 
early as nine years and as late as sixteen 
or seventeen years of age. The doctor must 
be aware of this possibility before sub-
jecting the boy to sophisticated tests and 
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psychological strain. 
2. Secondary Sex Characteristics. 
These appear in a definite sequence. In 
the male, increase in size of the external 
genitalia occurs first. This includes in-
creased vascularity of the penis and scro-
tum; pigmentation; stippling and wrink-
ling of the scrotal skin and an increase in 
the size of the prostate gland. 
Next, swelling of the breasts occurs 
followed by growth of pubic, axillary, and 
facial hair. The larynx enlarges and the 
voice deepens. The sebaceous glands in-
crease secretion with production of acne. 
Finally, sperm are produced and this coin-
cides with the pubic hair becoming curly. 
Nocturnal emissions may occur, purely 
physiological in nature and this event 
should be explained to the boy. 
3. Puberty - is an event in adolescence 
and it is the stage at which the individual 
can produce offspring. This usually occurs 
after fifteen years of age. Before this time, 
there are not enough mature sperm to 
accomplish reproduction. 
4. Emotional Strain. 
This major problem is discussed else-
where in this journal. 
From the above discussion, the reader 
can see where problems arise. It is only 
with an adequate knowledge of the physi-
ology and psychology of the young person 
that one can deal with their problems. 
COMMON PROBLEMS (9-17 years 
of age) - Male 
I. Constitutional - the largest category 
seen by the family physician 
A. Delayed Adolescent Growth and 
Delayed Sexual Developmen~ 
Characteristics: 
-resemble normal boy: 
-bone age - delayed up to four years 
-urinary gonadotrophins present as 
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puberty approaches 
-P.B.I. normal 
-water excretion is normal 
-17 ketosteroids may be low 
-17 hydroxycorticosteroids are nor-
mal 
B. Variations of Normal. 
1. gynecomastia in boys 
2. obesity - ten to fifteen percent of 
all adolescents are obese3 • 
Obesity may be determined by heredity, 
or by the eating habits of the family. It 
may be due to inactivity with increased 
caloric intake; compulsive eating covering 
an anxiety state and rarely a central nerv-
ous system lesion, either post encephalitic 
or neoplastic. 
II. Endocrine Disorder. 
After simple problems have been ruled 
out, one must think of more serious and 
complicated disease. 
1. Hypothyroidism - rare in adolesc-
ence, usually diagnosed in early childhood. 
2. Hyperthyroidism - young female -
must differentiate from anxiety state. 
3. Pituitary Dwarfism 
4. Sexual Infantalism 
(a) hypothalamic 
(b) pituitary 
(c) gonadal 
5. Adrenogenital Syndrome 
6. Cushing's Syndrome 
7. Hypothalamic Obesity 
ill. Congenital - rare occurences but they 
must be thought of in the entire pic-
ture. 
1. Primary Dwarfism 
2. Congenital Small or Large Genitalia 
3. Laurence-Moon-Biedl Syndrome 
DIAGNOSIS:1 
The following chart is adapted from 
Wilkin's and may be helpful in diagnosis. 
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A. HISTORY: - concentrate on -
I. Family history 
(a) father's height and weight and 
onset of puberty. 
(b) mother's height and weight 
and menstrual history. 
(c) growth and development of 
other siblings. 
(d) familial abnormalities. 
(e) any endocrine disorder. 
II. Past History 
(a) Pre-natal - abnormal preg-
nancy? 
-medications during preg-
nancy? 
(b) Natal- Type 
- Birth weight 
-Birth injury 
(c) Feeding- use of vitamins? 
-any nutritional dis-
order? 
-present diet. 
(d) Growth and Development 
-landmarks noted 
-growth 
-height and weight 
-sexual development - hair, 
voice, acne 
III. Present Illness - symptom which 
brought the patient to the doctor. 
B. PHYSICAL EXAMINATION 
In addition to the usual physical, one 
should concentrate on the following data: 
(a) General Appearance 
-height 
-intelligent or retarded? 
-normal colour 
(b) Body Build 
-height 
-type of build 
-head - its size and shape 
-facies 
-neck - webbing, etc. 
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(c) Adipose, subcutaneous, and Muscle 
Tissue 
- weight 
~istribution of fat 
-amount of fat 
-muscle development 
(d) Skin 
-temperature 
-pigmentation 
- striae or bruises 
-sweating or dryness 
-seborrhea or acne 
(e) Dental Development 
(f) Sexual Development 
Male-Androgen Effect 
- testes (measurement) 
-scrotum 
- penis - length and circumference 
- prostate - rectal examination 
-sexual hair - amount and location 
-seborrhea and acne 
-voice 
-gynecomastia if present 
(g) Osseous Development 
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-X-ray for bone age when indicat-
ed 
(h) Mental Development 
- I.Q. scales if indicated 
The above may seem time consuming, 
but if the patient is to be spared expense 
and psychic trauma it should be done. Also 
the doctor receives the satisfaction of as-
suring his patient that there is no problem, 
or on the other hand, the satisfaction of 
spotting an endocrine disorder which early 
treatment will cure, resulting in a normal 
individual. The time sacrificed is there-
fore worthwhile. 
I would like to thank Dr. Earl Plunkett 
for his helpful suggestions and kind criti-
cism of this paper. 
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MEDICAL ILLNESS IN ADOLESCENCE 
By EMIUE NEWELL '66 
All sick patients should be managed as people 
rather than as diseases. This applies even more 
to the adolescent patient, who perhaps of aU age 
groups is the most concerned with himself as a 
person. The diseases that afflict adolescents are 
not exclusive to them, but their nature and man-
agement are profoundly influenced by the physio-
logical and psychlogical characteristics of this age 
group. 
INTRODUCTION 
The adolescent is growing physically and maturing sexually at 
a rapid pace; he tends to believe that any change from the "normal" 
rate (as determined by looking at his fellows) is a threat to his 
adult potential and will mark him permanently. He fears to be 
different, and so if ill, he will try to keep it hidden from everyone 
including a physician who has no interest in him as a person. But if 
the doctor is comfortable with the adolescent, shows respect, and 
has a genuine interest in him, he will be rewarded with a young 
person being eager or even anxious to discuss his problems. The 
adolescent is curious; therefore the doctor must be willing to explain 
his illness and the rationale behind his management. He will then 
be likely to form a quick, close, and therapeutically useful relation-
ship and his confidence in his physician will greatly affect the suc-
cess of the prescribed treatment. 
Adolescents need something to be suc-
cessful at, in order to build up self-confi-
dence and stable personalities. Activity 
should not be restricted without just cause. 
If necessary, a substitute should be offered. 
Long-range predictions cannot be made 
nor should long-term prescriptions be 
written because adolescents can change 
very quickly physiologically. 
adolescent's activity in sports (2) the dis-
crepancy between the rate of bone growth 
and the slower increase in muscle mass. 
Combining these two, one gets stress to an 
immature system. One must also remember 
that an adolescent will not complain of 
injury unless he really has something 
wrong. This principle is particularly ap-
plicable to the complaint of backache. 
The physical disorders which tend to be 
more common in adolescence will be dis-
cussed now in a very general way. The 
author hopes to emphasize etiological fac-
tors and hence management in these ill-
nesses. 
MUSCUWSKELETAL SYSTEM 
The factors responsible for injuries to 
the musculoskeletal system are: (1) the 
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1. Congenital Skeletal Anomalies occur 
most frequently in the spine and the 
foot; symptoms are precipitated by 
stressful activity. Definitive diagnoses 
are made by radiological examination. 
(a) Spondylolisthesis is a relatively 
common cause of backache. Treat-
ment varies in degree from back 
exercises to plaster cast or spinal 
fusion. 
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(b) Idiopathic Scoliosis. 80% occur in 
adolescent girls most of whom are 
nonathletic. Their parents sudden-
ly notice that clothes don't fit 
right, that one shoulder is higher 
than the other, or that the girl has 
a hump on her back. Of course, 
the spinal curvature has always 
been present, but has never been 
noticed until this period of atten-
tion to the adolescent girl. The 
usual scoliosis is a convexity to the 
right in the thoracic region and to 
the left in the lumbar region. 
With the lateral curvature, there 
is an accompanying rotation so 
that the transverse processes and 
ribs become prominent on the 
spinal convexity. The usual treat-
ment is exercise; where this is not 
corrective, spinal fusion may be 
necessary. 
(c) Accessory scaphoid bone over the 
true scaphoid in the foot. Friction 
of shoes produces inflammation 
and pain in the skin overlying the 
bone. Excision of the accessory 
bone may be necessary. 
(d) Talocalcaneal or calcaneo-navicu-
lar bar. This is an anomalous 
articulation which produces a 
spastic flat foot with a limp, pain, 
and inability to run. X-ray exam-
ination shows the bar. The only 
dependable treatment is an arth-
rodesis. 
2. Epiphyseal Diseases 
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(a) Scheuermann's Disease (epiphysi-
tis of the spine) is an avascular 
necrosis of the epiphyseal plates 
at either surface of vertebrae in 
the thoracic region of the spine. 
It is characterized by kyphosis and 
backache which is aggravated by 
weight on the spine. The disease 
is self-limited. Depending on the 
degree of disease as shown by X-
ray changes, treatment ranges from 
hyperextension exercises to hyper-
extension held by a plaster cast. 
Strenuous sports are contraindi-
cated. 
(b) Osgood-Schlatter Disease is a ten-
donitis of the patellar tendon at 
its insertion into the tibial tuber-
de. During adolescence the epi-
physes in the knee are rapidly 
growing and the tendons cannot 
keep up. In a severe discrepancy, 
the tibial tubercle may become 
pulled off. Symptomatology con-
sists of pain and swelling over the 
tibial tubercle. The disease is self-
limited with rest; a cylinder cast 
may be necessary in a youngster 
who will not limit his activities 
otherwise. 
(c) Slipped Femoral Epiphysis is an 
emergency because of the danger 
of avascular necrosis of the femor-
al head. The patient presents with 
a limp which is usually but not 
always painful; the pain is usually 
in the hip joint but may be refer-
red to the knee joint especially the 
inner aspect of the knee. The 
pathognomonic sign is a hip 
which will not flex without extern-
al rotation. Treatment consists of 
immediate traction to relieve 
spasm, open reduction, and intern-
al fixation. 
3. Poor Posture can have many causes -
organic due to actual defects in the 
back mechanisms; fatigue due to dis-
crepancy between muscle and bone and 
joint growth; psychological i.e. a 
method of rebellion against parental 
authority. Treatment is adjusted to the 
cause. 
4. Trauma sustained through athletics 
occurs mostly in boys. The total num-
ber of sprains, muscle strain and mus-
cle contusions outnumber fractures and 
dislocations in a ratio of 8 to 1. Most 
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fractures are obvious; the ones to watch 
for are fractures of the scaphoid in the 
wrist, pulling-off of the medial epic-
ondylar epiphysis in the elbow, stress 
or strain fractures due to overuse. Un-
common injuries are sprained wrists, 
sprained elbows, sprained ankles, and 
supracondylar fractures. In all frac-
tures, it is important to know whether 
the epiphysis is injured. Treatment 
should not be delayed and should be 
carried out so that growth is retarded 
as little as possible. 
DERMATOLOGICAL DISORDERS 
Acne and eczema are the two most 
common skin disorders of adolescence. 
Atopic eczema is the variety seen most 
commonly in adolescence; both acute and 
chronic phases can be seen in the same 
individual. Emotional conflicts and hor-
monal changes can precipitate the acute 
phase. Management involves treatment of 
wetness, irritation, or thickening, good 
general hygiene, and sedation if the indi-
vidual is particularly tense. 
Acne is associated with an androgen-
estrogen imbalance affecting the sebace-
ous glands of the skin. The symp· 
toms are those of glandular obstruction, 
infection, and resultant fibrosis. The acute 
phase is precipitated and aggravated by 
poor dietary habits, poor sleep habits, and 
emotional stress. Part of the management 
is control of the etiologic factors; the rest 
involves keeping the skin clean with mild 
cleansing solutions, clearing of infection 
with antibiotics, and use of warm com-
presses. Ultra-violet light, X-ray therapy, 
and dermabrasion are further forms of 
treatment used by specialists. 
CARDIOVASCULAR SYSTEM 
1. Murmurs. The growth spurt of ado-
lescence includes an increase in heart 
size; strenuous activity in addition 
produces a physiological hypertrophy. 
These two factors cause murmurs to 
disappear or if they have been present, 
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to change in character. It is most im-
portant to decide whether these mur-
murs are pathological; history, physical 
examination often suffice to determine 
this, but it may be necessary to go on 
to radiological examination and ECG. 
Of all murmurs found in adolescence, 
approximately SO% will be functional 
in which c.ase there is no need for 
restriction of physical activity. 
In mild valvular disease or a small 
VSD, no restriction is necessary either, 
but it is advisable to review the patient 
every few years. It has been found that 
during adolescence, resistance to infec-
tion increases; this is an indication for 
re-evaluation of the activities, probab-
ly restricted, of those adolescents who 
have had rheumatic fever. With serious 
valvular involvement, particularly aor-
tic stenosis or regurgitation, restriction 
is necessary. 
2. Congenital Heart Disease. The various 
types of congenital heart disease are 
usually discovered in childhood. If 
cyanotic, the adolescent will have set 
his own limits. 
Cardiac surgery for correctable les-
ions is best performed just before ado-
lescence begins i.e. at 9 to 11 years. At 
this age, the child is not too worried 
about his physical appearance and 
social acceptability and has reached a 
size where the heart and vessels are 
large enough to operate on. 
3. Hypertension. In an adolescent, a blood 
pressure of more than 85mm diastolic 
or more than 140 mm. systolic at rest 
as determined by several readings, is 
a cause for alarm. With anxiety and 
tension ruled out, it usually means 
some organic disease; renal disease eg. 
acute glomerulo-nephritis, chronic 
pyelonephritis, anomalies of renal 
arteries, is the most common cause. 
Aortic coarctation should also be con-
sidered. 
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ENDOCRINE SYSTEM 
1. Excessively short stature. The following 
causes should be ruled out first : 
(1) bone disorders- chondrodystrophy, 
rickets, osteogenesis imperfecta, 
tuberculosis of spine. 
(2) nutritional disorders eg. coeliac 
disease 
(3) chronic chest disease 
( 4) chronic kidney disease 
(5) congenital heart disease 
( 6) hypothyroidism 
Then consider the following causes: 
(1) retarded but normal growth. These 
individuals will grow normally 
but later than their confreres. 
(2) shortness due to genetic factors. 
A family history of shortness is 
highly suggestive of this etiology. 
A chromosomal study may be con-
tributory as in Turner's syndrome. 
(3) shortness due to pituitary defic-
iency. This diagnosis presents 
difficulty in adolescence, but after 
20, it is less difficult because of 
the obvious sexual characteristics. 
( 4) primordial dwarfism. These peo-
ple are miniature adults who may 
or may not have gonadal aplasia. 
2. Thyroid Gland. The main disorder of 
the thyroid gland in adolescence is 
wrong diagnosis. If an adolescent has 
menstrual irregularities, is overweight, 
fails to grow, or even sleeps late, many 
physicians suspect thyroid dysfunction 
without any other evidence. And so, 
thyroid extract is prescribed. On the 
other hand, an adolescent may have 
Graves' Disease and be diagnosed as 
neurotic on the basis of tenseness and 
irritability. 
Other thyroid diseases are as in the 
adult with the nontoxic goitre being 
quite common in young girls. 
3. Obesity. This condition is common 
and important in adolescence; its inci-
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dence may be as high as 10-15% in 
childhood and adolescence. Its etiology 
is complex and poorly understood. 
Basically, it can be classified in the fol-
lowing way: (1) physiological factor. 
There is a family history of obesity 
often and everyone in the family likes 
to eat well. The child also tends to be 
underactive. (2) psychological factor. 
The child eats as a defence mechanism, 
a substitute for emotional support, or 
as a sign of rebellion. (3) pathological 
factor. Certain endocrine disorders eg. 
Frohlich's syndrome, hypothyroidism, 
should be ruled out. 
Treatment consists of treating the 
underlying cause if there is a recog-
nizable one; otherwise diet and exercise 
should be attempted. 
4. Diabetes is a special problem in ado-
lescence. It is almost always severe and 
it is a chronic disease which the young 
person must accept. The main objec-
tive of treatment is the prevention of 
complications by careful chemical regu-
lation ; diet, insulin and exercise make 
up the management triad. In addition, 
the disease and treatment must be 
carefully explained to the adolescent 
and the importance of following orders 
must be emphasized. A normal social 
life must be encouraged and the disease 
not be allowed to interfere more than 
necessary. 
5. Gynecomastia is a common distressing 
problems in young boys. There are 
three types and all are associated with 
hormonal imbalance - a single subar-
eolar plaque, diffuse enlargement of 
one or both breasts, and associated with 
other organic diseases eg. Klinefelter's 
syndrome. 
REPRODUCTIVE SYSTEM 
1. Menstrual Disorders arise because of a 
maturing reproductive tract and can be 
most disturbing to a young girl. The 
types of disorders run the gamut of 
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amenorrhoea, dysmenorrhoea, irregu-
larity, acyclic vaginal bleeding, and 
vaginal discharges. It is important to 
determine the attitude of the girl and 
her parents towards menstruation and 
sex, and then to decide whether the 
problem is within normal physiological 
limits. If the disorder does not affect 
the girl's reproductive functions, she 
should be reassured on this point quite 
emphatically. 
2. Undescended Testicles are a great 
worry to the adolescent boy. He is dif-
ferent from other boys, will not partici-
pate in athletics, will withdraw, and 
can be left with permanent emotional 
damage. Physically, the testicles are 
more liable to injury if in the inguinal 
canal, and have a greater risk of malig-
nancy and infertility. It is accepted that 
they should be treated in childhood at 
about age 9 to 10 with surgery which 
may be preceded with a trial of gona-
dotrophin therapy. 
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SUMMARY 
The author has attempted to discuss 
those problems which have special signifi-
cance in adolescence; she realizes that all 
the conditions found in adolescence have 
not been mentioned. 
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MENTAL ILLNESS IN ADOLESCENCE 
The age of adolescence experiences no 
specific types of mental illness. These 
years, however, are the developing grounds 
of the unresolved conflicts of childhood 
into the specific mental illness of adult 
life. The total spectrum of mental prob-
lems may be seen, but the most common 
syndromes are those classified as person-
ality disorders. The psychoneuroses and 
psychoses occur less frequently. 
II. CLASSIFICATION OF MENTAL 
ILLNESS 
(a) Brain Syndrome 
1. Acute 
2. Chronic 
(b) Mental Retardation 
(c) Physical Handicap 
(d) Psychophysiological Disorders 
(e) Emotional Disturbances 
1. Psychoneurosis 
2. Personality Disorders 
3. Psychoses 
This essay will concentrate on the 
psychophysiological disorders and the emo-
tional disturbances. 
m. BASIC PROBLEMS 
Mental health for the adolescent de-
pends on the resolution of four basic con-
flicts. 
The first is the necessary modification of 
the un,onscious ' onupts of parental figures 
and the development of relative independ-
ence and self direction. Faith and reliance 
on the omniscience and omnipotence of 
parental figures cannot be maintained in 
the unconscious concepts of the child, in 
face of evidence, repeated through the 
child's many experiences within and be-
yond the home, that such is not the case. 
Thus the anxiety of insecurity besets him. 
The difficult balance between the desire 
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for independence and the formulation of 
his own decisions, which are augmented by 
social pressures, versus the fear of loss of 
parents and the gifts that they may endow 
and the making of wrong decisions lead 
to continued indecision and change. 
The second task is the identifi,atiotl with 
the sex role for which he or she is biolog-
ically determined. This identification is 
not limited merely to the biological role 
that the youth must prepare himself to 
assume without serious conflict in adult 
life, but it also includes all the roles that 
society insists that they must have to be 
either a definitive male or female. 
The third task is the need for the assump-
tion of standards of morality that are accept-
able and appropriate in adult society. The 
adolescent must be able to meet these 
standards without their disrupting his per-
sonality through the anxiety and insecurity 
attendant upon the impossibility of attain-
ment. 
The fourth task involves permanent de-
cisions and choices that must be made by 
him as to edu,ational and vo,ational futures. 
This problem is compounded by the multi-
tudinous pressures and value ratings in 
respect to occupations that arise from dif-
ferent groups, the chief ones being the 
family. Failure of parents to assess realis-
tically their child's potential stems from 
certain characteristics of our culture: the 
child should jump from the economic class 
of the parents to the next higher class to 
be successful; the child must stand out as 
a unique individual; and, the identifica-
tion of the child with some other person, 
usually one of the family unit who is the 
most successful. 
Failure to adequately meet and resolve 
these four problems is a major factor in 
the development of the mental illnesses 
cited below. 
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IV. PSYCHOPHYSIOLOGICAL DIS-
ORDERS 
These are illnesses involving dysfunction 
of the autonomic nervous system and vis-
cera which are largely the result of chronic 
emotional stress. If emotional reactions 
to a crisis persist and become chronic, 
altered physiological functions develop. 
The etiological theories advanced for 
these illnesses are genetic inheritance and 
or deprivation. Expression of emotional 
stress in infancy, the preverbal stage of 
human development, is autonomic and 
visceral as well as motor and these early 
disturbances may be the precursors of later 
psychophysiological disorders. Secondary 
gains because of a handicap contribute to 
the persistance of these problems. 
The gastrointestinal tract is one of the 
most sensitive organ systems to emotional 
disturbances. Indigestion and elimination 
functions carry the symbolic expression of 
emotional conflicts, especially sexual con-
flicts seen frequently in adolescence. 
Anorexia nervosa, a condition of starva-
tion, is most frequently seen in adolescent 
girls, rarely young boys. Typically the 
patient, somewhat obese and concerned 
with her over weight, decides to diet. 
Early in the illness her refusal to eat was 
more of an aversion to food than lack of 
appetite, but later abdominal discomfort 
occurs on eating. The history reveals par-
ents who are very food conscious, putting 
a high value on eating well and gaining 
weight. The child is conscientious, perfec-
tionistic and dependent with ambivalent 
feelings toward her parents. There are 
always severe emotional conflicts in regard 
to growing up emotionally, sexual feelings 
and sexual identification, and the eating 
difficulty is the medium through which 
these conflicts are expressed. 
.A. contrasting problem is that of obesity. 
This may be caused by attitudes in the 
home. Some families feel that eating is 
essential to excel in growth and the co-
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operative child wins parental approval. In 
other families unwanted children overeat 
as a substitute for parental affection. Obese 
adolescents are insecure, overly dependent 
and socially shy and ridiculed in games. 
The obesity comes to serve as a defense -
the heavy layer of fat acting like a wall 
behind which the youth seeks protection 
against a threatening world. Weight reduc-
tion is not a cure, as obesity is a symptom 
and a treatment must be aimed at the 
underlying problem. 
Migraine headaches often appear first 
in adolescence. An acute emotional distur-
bance can precipitate attacks in predisposed 
individuals and chronic stress is an impor-
tant factor contributing to the continued 
severity of the attacks. 
One of the theories of the cause of 
severe and intractable asthama is psycho-
physiological. Most studies show the ado-
lescents with asthma are anxious are lack-
ing in self-confidence, repress ~ggressive 
feelings and depend excessively on their 
parents. 
The diagnosis of these problems is ex-
tremely difficult. Investigation of the 
emotional factors at the same time that the 
physical factors are being studied may 
make an early diagnosis of psychogenic 
illness. An evaluation of the personality 
and emotional adjustment of the patient 
and the situation to which he it attempting 
to adjust is an essential part of the treat-
ment. 
V. EMOTIONALLY DISTURBED 
ADOLESCENTS 
(a) Psychoneurotic Disorders 
During adolescence, personality struc-
ture has developed to the point that the 
psychoneurotic clinical syndromes approach 
those observed in neurotic adults. Acute 
anxiety is common. Phobias, the syndromes 
of reaction such as obscessive compulsive, 
hypochondria!, conversion, and dissocia-
tion are seen but these are not exclusive 
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features of mental illness in adolescence, 
being seen frequently in children and 
adults. It is beyond the scope of this article 
to describe these in detail. 
(b) Personality Disorders. 
As a result of the emotional disturbances 
and cultural pressures of our society and 
times, the characteristic type of mental dis-
order is the personality or character dis-
order, in contrast to the flagrant types of 
psychoneuroses which several generations 
ago were so prominent. 
Sociopathic personality disturbances are 
a very large part of adolescent errant 
behaviour. These youths are persistently 
antisocial, but do not show symptoms of 
underlying neuroses or psychoses. Four 
sub-categories are recognized. 
Antisocial reaction applies to individuals 
who are always in trouble, profiting 
neither from experience nor punishment 
and maintaining no real loyalties to any 
person, code or group. This group show 
three etiological factors in early childhood: 
overstimulation of sensations, overgratifi-
cation because of poorly established limits 
and overdeprivation. The home fai ls to 
meet the needs of the child. These activi-
ties may be unconsciously fostered by 
parents with underlying but controlled 
antisocial feelings who enjoy hearing of 
the exploits of their progeny, then admin-
ister superficial punishment. Cohesiveness 
in the family, consistent discipline and 
affection from parents seem to isolate a 
boy from influence of slum culture. 
Dyssocial Reaction describes individuals 
who manifest disregard for usual social 
codes and often come into conflict with 
them as the result of having lived all their 
lives in an abnormal moral environment. 
These youths form the large part of gangs 
and do not show significant personality 
deviations other than those implied by 
adherence to the values of code of their 
own group, boys tending to steal, girls to 
run away and to commit sexual offences. 
The physician's role is in the education of 
160 
the community about the problem and 
providing health resources for families in 
whom delinquency is prominent. Compre-
hensive paediatrics by the family physician 
can play a vital role in the prevention of 
delinquency. 
Sexual behaviour which in our culture 
is generally considered deviant in adults 
is normal behaviour in periods of early 
adolescence. A deviation such as homo-
sexuality may be diagnosed only if the 
activity lags behind that accepted by the 
peer group and if it fails to respond to 
corrective influences. 
Addiction to alcohol and drugs is only 
part of the framework of the increase of 
juvenile antisocial behaviour of all types. 
Much has been written about "pushers" 
enticing young individuals with free drugs 
as part of a far sighted policy for new 
customers. This is not supported, but 
rather drug addiction is spread by a form 
of social contagion in which the victim is 
driven by curiosity, his own psychic needs, 
and the examples of his associations, with 
he himself taking the initiative in experi-
mentation. 
(c) Psychoses 
Emotional upheavals and adjustive reac-
tions which symptomatically resemble a 
variety of well-known clinical syndromes 
and which, if occuring in adults, would be 
of serious import are frequent in adolesc-
ence. Usually they are transient and benign 
and may not be indicative of serious or 
chronic illness. They are rather efforts to 
direct new instinct drives and at the same 
time to emancipate the individual from 
parental control. Lacking the experience of 
the adult, the adolescent over reacts or tem-
porarily adopts obvious psychotic behaviour. 
The commonest psychosis is schizo-
phrenia. The onset may appear neurotic 
in nature as the individual, feeling he may 
be going "insane", resorts to a number of 
neurotic defenses. When these fail, the 
youth becomes obviously psychotic. Others 
may present as an antisocial personality or 
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juvenile delinquency. The usual type of 
schizophrenia is the simple type, with an 
insidious onset, and slow progession lead-
ing to a person who avoids peer associa-
tion, progressively withdrawing from 
personal relationships with narrowing of 
interests ending in apathy, listlessness, and 
lack of initiative. Acute psychotic episodes 
of the hebephrenic or catatonic type are 
seen occasionally, but these typically re-
mist. Paranoid schizophrenia is relatively 
rare. Manic depressive psychoses have been 
reported but these are not commonly diag-
nosed until early adulthood. 
CONCLUSION: 
Mental illness in adolescence obviously 
covers a vast area of emotional problems. 
Although this age group experiences the 
lowest rate of organic illness, they should 
not be overlooked by the medical profes-
sion. Most adult mental illness have their 
origin in childhood, but it is during ado-
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lescence that these ideas ferment in the 
subconscious. Preventive mental hygiene in 
this age group may reduce the prevalence 
of mental illness in later years. 
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ACCENT ON YOUTH 
By KATHLEEN J. ARMITAGE '66 
Youth is the only season for enjoyment, and the first twenty-five years 
of one's life are worth all the rest of the longest life of man. 
George Barrow, The Romem Rye. 
INTRODUCfiON 
Attention of North America in particular and Western Society 
in general has focussed on youth as a group in recent years for a 
definite youth cult has developed and has been established. It is 
this cult which dominates society in terms of fashion, dance and 
language, and has increasing influence on family structure, educa-
tional standards, and currently foreign affairs. Youth has become 
the centre of contemporary actuality and has come to be regarded 
almost as a virtue - a glorious Eden to be prolonged and pre-
served.1 This may be exemplified by the emphasis placed on youth 
by advertisers who recommend their products for the "young of all 
ages", for "those who think young" and for " the young at heart". 
The purpose of this paper is to assess the development and the 
reality of this cult. 
The "in-between" stage: 
The transition from childhood to adult-
hood is a vague and unstructured section 
in the continuum of life. This nebulous state 
is made more noticable when both child 
and adult groups are well defined as in 
North America today. In North America 
at the present time, half of the total pop-
ulation is under twenty-five years of age 
and almost twenty percent of the popula-
tion form the Youth group2 - single 
members of both sexes aged fifteen to 
twenty-five. Membership is automatic to 
the full gamut of society who leave child-
hood at pubescence. Crossing all strata of 
society, youth may be subdivided into 
specific socio-economic categories each 
with identifiable variations from the over-
all generalizations which are applicable to 
all. For example the slum, middle and 
upper class adolescents have obvious dif-
ferences with each other in values and 
mores. Yet despite tremendous social gaps 
externally imposed by environment, educa-
tion or race, the youth group has many 
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common experiences- availability of con-
sumer goods, appeal of music over transis-
tor radios, plus the mutual attraction of 
the peer group undergoing the transition 
simultaneously. As a group Youth has no 
defined code or ideological ideal; however: 
The youth culture has roles, values 
and ways of behaving all its own. It 
emphasizes disengagement from adult 
values, sexual attractiveness, daring, 
immediate pleasure, and comradeship 
in a way that is true neither of child-
hood nor adulthood. 3 
Comradeship is perhaps the result of 
youth's principle cohesive force - the 
parallel 'storm and stress' ('Sturm und 
Orang') which each member of the sub-
culture experiences to some extent both as 
an individual and as a member of the group. 
Comradeship and the formation of peer 
groups has been studied by S. N . Eisen-
stadt in his book From Generation to Gen-
eration. He suggests the hypothesis that age 
homogeneous groups are formed and "con-
fined to the 'transitory' sphere between 
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kinship relations and those regulated by 
p_a~ern var!ables of achievement and spe-
cif•ty. The1r function is to extend the 
solidarity of the kinship system to the 
~hole social system through emphasis on 
diffuse age group membership. The human 
image of a given age grade becomes an 
important symbol of collective identifica-
tion.''• 
But adolescence involves more than just 
"collective identification", it also involves 
the formation of a "self-identification." 
This latter aspect is implied in the follow 
ing definition of adolescence: "a time for 
re-evaluation of one's relationship to the 
external world, to the social world and to 
one's own internal world."5 The profound 
introspection or self scrutiny involved in 
the re-evaluation has been attributed to an 
imb~lance of instinctual impulses (id), 
realtty (ego) and conscience (superego). 
In essence it is this process by which each 
person seeks the answer to the questions, 
"Who am I" and "What's it all about" 
when analysed in the light of reality. The 
adolescent "wakes up" and often, to his 
dismay discovers that the Sunday School -
Reader's Digest philosophy seldom is prac-
ticed in the activities of the world. He is 
disillusioned and bewildered at finding a 
grey world when expecting to find the 
black and white world painted for him as 
a child. Mad magazine with its hero Alfred 
E. Newman delights adolescents by turn-
ing the official North American value sys-
tem upside down. In Mad, the adolescent 
finds a confirmation of his discovery that 
adults have furnished him with a false 
blueprint of life. 8 The dilemma of realiza-
tion caused by this process of intense 
analysis of self and environment has been 
a key discovery of youth throughout the 
ages. By realizing the discrepancy between 
real and ideal, and by being free of 
responsibility except to themselves, youth 
becomes the pivotal generation enabling 
the self conscious creation of new roles, 
and new styles within new technologies, 
new nationalisms and new ideologies. Thus 
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both these social processes of collective and 
~elf-identification involving sexual, social, 
Ideological and vocational adjustment are 
required during the nebulous transitional 
period for the devolpment of clear stable 
individuals capable of assuming adult roles 
in society. 
Evolution of the Youth Subculture: 
It. h~ been suggested in today's aca-
demic, JOurnalistic and clinical publications 
that the problem for youth has been mag-
nified by the accelerated tempo of change. 
Although change is a dominant character-
!stic of _civilization - particularly since the 
mdustnal revolution, usually these changes 
have been gradual and adaptations possible 
over a generation. Is it any wonder when 
you consider the scientific, industrial and 
commercial let alone moral and social 
changes, that the world no longer seems 
relevant, stable and meaningful to youth, 
but appears fluid and chaotic? Sherif 
sta~es that "societies in a period of rapid 
social change create a particularly difficult 
adolescent period. The adolescent has not 
only the society's problems to adjust to but 
to his own as well."7 Another noted soci-
ologist Ginzberg relates the problem to 
North America as follows : "There is a 
basic overall difficulty in living in our 
~ul.ture wh~~ affects the young especially: 
1t IS the difficulty of achieving inner sta-
bililf . an~ b~ic principles while actively 
partJctpatmg 10 a culture whose keynote is 
constant change. "a 
With society's inability to control limit 
or guide the direction of industri~l and 
social change to any appreciable extent, 
there result~ an increasing unpredictability 
and uncertamty of the life situation to the 
extent that ~an ":'ants to live in the pres-
ent where h1s envuonment is relevant im-
mediate and knowable. If values of the 
past have little bearing on the present then 
of what function will present values be in 
the future? When past and future com-
pete it is understandable why present day 
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youth are concerned about making life-
long commitments to the future. Coupled 
with this is the "edge of disaster psychol-
ogy" which is aptly in vogue at present. 
Most members of the youth group for 
variable lengths of time are unable to 
discover or create any internal basis for 
their lives, they become hyperadaptable, 
they develop extraordinary sensitivity to 
the wishes and expectations of others. The 
result is that modern-day youth identify 
with each other - they become "other-
directed". This implies not only the secur-
ity of conforming but also the sensitivity 
of caring. A miniature society or subcul-
ture develops which maintains only a few 
threads of connection with society as a 
whole. It is peer directed both for support 
and reward. The group influences its 
members concerning values, ideals, atti-
tudes and interests, and fosters strong "in-
group" feeling by being intolerant of 
differences within the group in manner, 
dress, and language. 
The youth cult has attained innordinate 
power in North America today. It is a 
pseudo-political force which demonstrates 
in support of their country's enemies; it is 
an economic force - victim of artificial 
wants in food, beverages, clothing, enter-
tainment, transportation and grooming 
aids. The "take-over" generation has been 
applied many times to this group which 
has also been described as follows: 
the songs they sing are not of love 
and laughter but sour, self-pitying 
whines about how awful things are in 
a culture that supplies them with 
about $12 billion worth of such essen-
tial equipment as cars, clothes, acne 
lotions and hair sprays. The blaring 
jukebox message to the adult world 
seems to be: "Get off of my cloud" .9 
Strain between generations: 
Traditionally it is the family's role to 
socialize children in terms of national, 
socioeconomic, ethnic, religious and per-
sonal values. They are the direct repre-
sentatives of the larger over-all culture. 
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With the advent of sophisticated civiliza-
tion, the socialization of new members to 
society has become decentralized. Schools, 
churches, youth groups and mass media 
have an increasing influence over the 
young. There is a great divergence of 
views presented which are tolerated in the 
true democratic sense. But this means that 
no single unified ideology is presented as 
in the past which could equip youth with 
a social and value anchorage. The com-
plexity of modern culture which often con-
fuses youth as he attempts to assimilate 
and evaluate it is not alone accused of 
causing the youth problem. It has also 
been attributed to abdication of parental 
responsibility with parental indulgence 
being equally inappropriate as parental 
neglect. 
Youth compounds the problem because 
they literally live in another era. The ideal 
of the self-made man and proud individu-
alism so characteristic of a frontier state 
has been replaced to a great extent by 
submission to bureaucracy and anonymity. 
Youth senses a feeling of powerlessness -
social, political, and personal. This in-
creases their value of "privatism" and the 
immediate cult of experience. Work, 
society and politics are widely separated in 
the minds of youth from family, leisure 
and enjoyment. They resent people "own-
ing a piece of their time"; they regard the 
adult world as a rat race or futile tread-
mill in which people work in the most 
empty and meaningless tasks of employ-
ment regardless of station in life; and they 
consider their parents world so remote 
that it neither tempts nor threatens them. 
The past ceases to be the great and reliable 
reference book of human problems and 
more specifically, the experience of the 
father becomes irrelevant to the trials and 
searchings of his son. Unfortunately these 
are the marks of an era of rapid techno-
logical or social change.10 
The glaring contradictions and lack of 
consistency between the multitude of 
teachings and the facts and experiences of 
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sense, and for this reason expects, demands 
and receives a voice in family, education 
and government. It has become a catered 
to group in a Youth-centred society. To-
day, too, takes on greater significance for 
youth, for by living now their values and 
standards, not just dance steps and style of 
dress are in vogue. What significant adap-
tations will be required for adequate ad-
justment and acceptance in tomorrow's 
world? Perhaps none - for with a collec-
tive identification each age group may 
mature independently from preceeding 
and succeeding generations; but one thing 
is certain: 
The persons most likely to become 
creative and to act as leaders are not 
those who enter life with the largest 
amount of detailed, specialized infor-
mation but rather those who have 
enough theoretical knowledge, critical 
judgement and discipline of learning 
to adapt rapidly to the changes in the 
modern world. 14 
A youth culture exists, and with it the 
youth cult. Some of the causes and prob-
lems associated with the youth cult have 
been presented. There are many theories 
and many suggested solutions concerning 
the complex dilemma of youth but none 
comprehensive enough to explain or to 
solve the problem. Is there an answer other 
than the traditional one of maturity? The 
youth of today are the adults of tomorrow 
- one wonders just how much our culture 
will change when youth overcomes its 
dilemma and when as adults they practice 
and legislate their collective ideas. 
The advise and constructive criticism 
given by Mr. R. Osborn of the Sociology 
Department U.W.O., in the preparation of 
this paper is sincerely appreciated. 
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Alumni News 
Class of 1905 
Dr. W. G. Anderson died in Medicine 
Hat, .Alberta last month at the age of 85. 
He spent his entire life after graduation 
as a country doctor in .Alberta. 
Class of 1919 
Dr. F. Ferguson died last month at his 
residence 776 Queen's .Ave., London, On-
tario. He was an anaesthetist and general 
practitioner in London until his retirement 
in 1965. 
Class of 1920 
Dr. James G. Boyes - Deceased. 
Dr. Wendell W. Carruthers - Deceased. 
Dr. Edmund A. Day, 27 Cedar St. N ., 
Timmins, Ontario. 
Dr. Roy C. Kingswood, 90 E. Warren, 
Detroit, Michigan, U.S.A., interned at 
Harper Hospital, Detroit. He is an Obste-
trician-Gynecologist at Jefferson Clinic and 
Diagnostic Hospital in Detroit. 
Dr. Edward I. Loughlin, 446 Queen's 
.Ave., London, Ontario, interned at Harper 
Hospital, Detroit. 
Dr. Wallace R. Matthews, 10 River 
Lane, North River Forest, Stuart, Florida, 
U.S.A. He retired from practice in .Ashe-
ville, N. Carolina in October 1958 and 
since 1960 has been residing in Florida. 
Dr. Bernard W. McDougall- Deceased. 
Dr. E. S. Parsons - Deceased. 
Dr. Melville A. Platt - Deceased. 
Dr. Roland P. Reynol~- Deceased. 
Dr. Albert J. Slack - Deceased. 
Dr. Wm. E. Weekes, Suite 101, Hill-
crest .Apts., 6455 West Boulevard, Van-
couver 13, B.C., interned in Vancouver 
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General Hospital, Vancouver, B.C. He 
spent four years as Resident Surgeon in 
Heavy Construction, Northern Ontario and 
Newfoundland, sixteen years in General 
Practice in Exeter, Ontario, followed by 
six years in Canadian Army. Prior to 
retirement in 1960, he was a physician to 
the D.V.A. for thirteen years. He is mar-
ried and has one son. 
Class of 1935 
Dr. J. C. E. Arnold, R.R. No. 1, Peter-
borough, Ontario, interned at St. Paul's 
Hospital in Vancouver. He has been in 
general practice in Oakwood and Lindsay 
and is presently in general practice in the 
Peterborough area. He is married and has 
two children; Ronald Charles .Arnold, 
Meds' 60 and Deanne Marie .Arnold, Meds' 
61. 
Dr. John H. Beattie, 283 Cathcart St., 
London, Ontario, interned at Vancouver 
General Hospital and later at Ottawa Civic 
Hospital. He was house surgeon at Prince 
of Wales Hospital in London, England and 
later a ship's surgeon on a liner sailing 
from .Australia to Vancouver. Mter an 
interval in the armed forces he set up 
practice in London. He is married with a 
son and a daughter. 
Dr. William Bryant, Medical Center, 
Kirkland Lake, Ontario, interned at St. 
Joseph's Hospital, Hamilton and did post-
graduate training at The Hospital for Sick 
Children in Toronto. He then joined the 
Kirkland Lake Medical Group and is now 
a senior partner. He is married with three 
sons; Bill Meds' 64, Bob, .Arts' 63 ; and 
Tom. 
Dr. Howard Carscallen, 97 Kingsford 
Crescent, London, Ontario, interned at 
Victoria Hospital and did post-graduate 
work in psychiatry with the Ontario Hos-
pital Service. In 1940 he received his 
Diploma in Psychiatry from the University 
U.W.O. MEDICAL JOURNAL 
of Toronto. After serving with the 
R.C.A.M .C., he affiliated himself with 
Westminster Hospital, London. At pres-
ent, he is a clinical lecturer in Psychiatry 
atU.W.O. 
Dr. T. Howard Clarke, 150 Woodley 
Rd., Winnetka, Illinois, interned at Royal 
Victoria Hospital in Montreal. He did 
post-graduate training at the University of 
Chicago where he received his F.A.C.S. He 
held various posts at Northwestern Uni-
versity including demonstrator in Anatomy 
and Surgery, lecturer in Surgery and Asso-
ciate Professor of Surgery. He attained the 
rank of Lieutenant Colonel in the U.S. 
Army. He is presently Senior Attending 
Surgeon at Chicago Wesley Memorial Hos-
pital and Professor in the Department of 
Surgery at Northwestern University. He is 
married and has four sons. 
Dr. William R Davidson, 12408 River-
side Dr., Tecumseh, Ontario, interned at 
St. Lukes Hospital in New York. In 1945 
he attained the rank of Captain in the U.S. 
Medical Corps. He came to Tilbury, On-
tario in 1946 and is presently practising in 
Tecumseh. 
Dr. Kenneth R. Foster, 636 Kildare Rd., 
Windsor, Ontario, interned at Hotel Dieu 
in Montreal and then joined the R.C.A.-
M.C. He is married to the former Helen 
Davidson (Arts' 29). 
Dr. Ernest S. Goddard, 940 Colborne 
St., London, Ontario, interned at St. 
Joseph's Hospital, London, and did post-
graduate work in psychiatry at the Uni-
versity of Toronto. He now has a psychiat-
ric practice in London. He is married to 
the former Lora Billing (Biology' 29) , and 
they have a son. 
Dr. John A. Gorwell, Seaforth, Ontario, 
is presently in general practice in Seaforth. 
He is married and has two sons and three 
daughters. 
Dr. H. Stanley Heard, 440 Highland 
Road, London, Ontario, interned at Tor-
onto Western Hospital. He did post-grad-
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uate work at both The Hospital for Sick 
Children in Toronto and St. Vincent's 
Hospital in Los Angeles. He is now a 
paediatrician in London. He is married and 
has one son. 
Dr. W. Bruce Hoggarth, 153 Nepean 
St., Apartment 103, Ottawa, Ontario, be-
came Medical Officer at the R.C.A.F. 
Hospital in Ottawa in 1939. 
Dr. David W. B. Johnston, 396 Queen's 
Ave., Suite 103, London interned at Hamot 
Hospital in Erie, Pa. He did post-graduate 
training at Royal Victoria Hospital in 
Montreal and received his F.R.C.S. He 
took a special cou.rse in chest surgery in 
England and is presently practising as a 
surgeon in London. He is married with 
one daughter. 
Dr. Ernest C. Ladouceur, Amherstburg, 
Ontario, interned at Metropolitan Hos-
pital in Windsor. He is now in general 
practice in Amherstburg. 
Dr. John A. Lewis, 385 Wortley Road, 
London, was a demonstrator in pathology 
after graduation. He then interned at 
Hamilton General Hospital and took post-
graduate training in internal medicine at 
Royal Victoria Hospital, Montreal. He is 
now a clinical associate professor in medi-
cine at U.W.O. and is head of the depart-
ment of Medicine, Westminster Hospital, 
London, Ontario. 
Dr. C. Palmer McCormick, Medical Arts 
Building, Toronto, interned at Toronto 
General Hospital. He did post-graduate 
training in neurosurgery at Christie St. 
Hospital and now is in private practice in 
Toronto. He is married with a daughter. 
Dr. W. T. McFadzean, 947 Colborne 
St., Brantford, Ontario. 
Dr. Keith McGregor, R.R. No. 4, St. 
Thomas, Ontario. 
Dr. Walter A. McKibbon, Wingham, 
Ontario, received his M.B.E. (Member of 
the British Empire) while serving in the 
army. He is in general practice in Wing-
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bam. He is married and bas one daughter. 
There is a bursary fund at the University 
of Western Ontario Medical School set up 
by Dr. McKibbon in memory of his 
brother. 
Dr. Kenneth McLaodress, Mitchell, On-
tario. 
Dr. lloyd G. Payne, Box 100, Dresden, 
Ontario, interned at Hamilton General 
Hospital. He is now in general practice in 
Dresden. He is married and bas four sons. 
Dr. James Richardson, Tilbury, Ontario. 
Dr. Norman Richman, 2 South Dr., St. 
Catharines, Ontario. 
Dr. Robert C. Rider, 1989 Ontario St., 
Windsor, Ontario, was a resident at the 
Horton Hospital, Middletown, N.Y. 
Later, be studied at the University of Edin-
burgh and became a Fellow of the Royal 
College of Surgeons while serving with 
the Royal Canadian Medical Corps. 
Dr. Max S. Ryckman. 177 Wellington 
St., St. Thomas, is Medical Officer of 
Health in St. Thomas. He is married and 
bas one son. 
Dr. Walter Smither, 585 Heathway, 
Dagenbam, Essex, England. 
Dr. Olive J. Stewart, 396 Victoria St., 
London, Ontario, interned at Women's 
College Hospital in Toronto. She did post-
graduate training at Toronto Psychiatric 
Hospital. She was on the staff at the 
Ontario Hospital, St. Thoma_s, and is now 
in private psychiatric practice in St. 
Thomas. 
Dr. Keith Stuart, Rogers Rd., R. R. No. 
1 Streetsville, interned at Hamilton Gen-
eral Hospital. He received his F.A.C.P. 
and was on the staff at U.W.O. 
Dr. Eugene E. Tieman, 104 Larkfield 
Drive, Don Mills, Ontario, did post-grad-
uate training at University of Toronto. He 
bas been awarded an O.B.E. and was Medi-
cal Officer of the Eastern Command. He 
was also in general practice in Tavistock 
before moving to Don Mills. 
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Dr. Thomas Tweedie, 99 Paisley Ave. 
N., Hamilton, married the former Frances 
Weekes (Arts' 34). His son, Thomas Earl 
Tweedie (M '62) and daughter Sheila, 
(Mrs. W. F. Grant) (A '62) are both 
U.W.O. graduates. 
Dr. Dorothy Wilfong (nee Woodhall) , 
3463 Spruce Ave., Burlington, Ontario. 
Dr. James Wilfong is in practice at the 
Moose Jaw Clinic, 200 Walter Scott Bldg., 
Moose Jaw, Sask. 
Dr. M. Donald Williams, 226 Frederick 
St., Kitchener, Ontario. 
Dr. Perival M. Young is in practice in 
Sturgeon Falls, Ontario. 
Class of 1945 
Dr. Robert M. Aldis, Goderich, On-
tario, interned at Toronto Western Hos-
pital. He is presently the Medical Officer 
of Health for Huron County. 
Dr. James Barker - Deceased. 
Dr. W. Bruce Barton, 855 Manchester 
Rd., London, Ontario, interned at Victoria 
Hospital in London. He did his post-grad-
uate training at Royal Victoria Hospital, 
Montreal and Duke University Medical 
Centre. He is presently an Associate Pro-
fessor of Pathological Chemistry, Assistant 
Clinical Professor of Medicine and Hon-
orary Lecturer in Therapeutic Radiology 
at U.W.O. He and his wife Patricia (Pub-
lice Health '56) have three children. 
Dr. Kenneth Colling, 995 Main St. E., 
Hamilton, Ontario, interned at Hotel Dieu 
Hospital, Windsor. 
Dr. Bruce Colwell resides at 2 Park 
Cres., Point Pleasant, Kingston. He in-
terned at Ottawa Civic Hospital and then 
studied radiology at Ottawa and at King-
ston General. He is now Head of the 
Department of Radiology at Hotel Dieu 
Hospital, Kingston and is a Lecturer at 
Queens University. He is married to B. 
MacQuen (BScN '47) and they have four 
children. 
U.W.O. MEDICAL JOURNAL 
Dr. Robert Cousins interned at the Grey 
Nuns' Hospital in Regina and now has a 
practice in Leader, Sask. 
Dr. Douglas Cram, 231 Base Line Rd., 
London, Ontario, interned at Royal Vic-
toria Hospital, Montreal. He received his 
MSc at U.W.O. in 1949 and subsequently 
took post-graduate training in Paediatrics. 
He also studied child psychiatry at John 
Hopkins University Hospital in Baltimore. 
He is Medical Officer for the London 
Board of Education as well as Clinical 
Assistant Professor of Paediatrics at 
U.W.O. He is married and has four child-
ren. 
Dr. A Neil Cuthbertson, 9007-120th St., 
Edmonton, Alberta, interned at Victoria 
Hospital, London. He received his MSc in 
1947 doing post graduate work at the 
University of Alberta's University Hospital 
and the Royal Alexandra Hospital, Edmon-
ton. He is now a member of the active 
staff of the Royal Alexandra Hospital act-
ing as Director of Emergency Services. He 
is married and has four children. 
Dr. Fern Lorraine Davis (Mrs. George 
F. Stevenson), 14508 Faraday Drive, 
Manor Club, Rockvi11e, Maryland, U.S.A. 
Dr. Ralph Emmott, 2000 S. Deevey St., 
Bartleville, Oklahoma, interned at Victoria 
Hospital, London. He has since done post 
graduate work in Urology. He is married 
to the former Isobel Wright, (Arts' 46) 
and has seven children. 
Dr. Rita Mary Gillen (Mrs. Fernuik) -
Deceased. 
Dr. Robert Greenway, 450 Central Ave., 
London, Ontario, interned at Grace Hos-
pital, Windsor. He received his F.R.C.S. 
in E.N.T. at Toronto in 1951 and is now 
Head of the Department of Ear, Nose, and 
Throat at U.W.O. 
Dr. Ramsay Guoton, 64 Strathallan 
Blvd., Toronto 12, Ontario, interned at 
Montreal General. As a Rhodes Scholar, 
he did post graduate work at Oxford 
University, England and received his 
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F.R.C.P.(C) at Toronto General in 1952. 
He is a Staff Physician at Toronto General 
Hospital and a member of the Faculty of 
Medicine at University of Toronto. In 
July 1966, he succeeds Dr. F. Brien as 
Head of Department of Medicine, U.W.O. 
Dr. John Hall, 93 Drake St., Sault Ste. 
Marie, Ontario, is Plant Surgeon for the 
Algoma Steel Corp. 
Dr. John Kelly, 425 Cabana Rd. E., 
Windsor, Ontario, interned at St. Paul's 
Hospital, Vancouver. He married the for-
mer Catherine Handford, BScN '44. 
Dr. Georges Lachapelle is in practice in 
Mont Laurier, Quebec. 
Dr. John Lawrence resides at 1218 Foot-
hill St., Champaign, Illinois. 
Dr. John Lawson, interned at Hotel 
Dieu, Windsor, Ontario and now resides 
at 1291 Ouellette Ave., Windsor. 
Dr. Maxwell Longfield, 4 Alderway 
Ave., Brampton, Ontario, interned at Ot-
tawa Civic Hospital. He did his post grad-
uate training at Hurley Hospital, Flint, 
Michigan and is now a pathologist at Peel 
Memorial Hospital, Brampton, and Duf-
ferin Area Hospital, Orangeville; and reg-
ional pathologist for the Attorney Gen-
eral's Department. 
Dr. Ann J. Maloney, 1 West 86 St., 
N .Y. 24, N .Y., interned at French Hos-
pital, New York. She did her residency in 
internal medicine at Cornell and is pres-
ently Medical Director of the Josephine 
Baird Home. Her sub-speciality is geriat-
rics. 
Dr. lloyd N. McAninch, 450 Central 
Ave., Suite 208, London has recently been 
elected President of the Canadian Academy 
of Urological Surgeons. He is an associate 
professor of surgery and head of the de-
partment of Urology at U.W.O. 
Dr. Harold D. McCann, Rodney, On-
tario, interned at Ottawa Civic Hospital. 
He is married and has two daughters. 
173 
--Alumni News--------------------
Dr. John S. Nichols, 742 King St. W., 
Kitchener, Ontario. 
Dr. Gordon T. Ross, 925 Beattie St., 
North Bay, interned at Victoria Hospital, 
London. 
Dr. Hugh Samson, 263 Broadway Ave., 
Winnipeg, Manitoba, married Dr. Virginia 
Hoover. Before moving to Winnipeg, he 
worked at the Montreal Neurological Insti-
tute. They have three girls and one boy 
(including twin girls). 
Dr. Victor Scheres, Scottsville, Ken-
tucky, became a Captain in the United 
States Air Force after completing his in-
ternship at the Gray Nun's Hospital in 
Regina. 
Dr. Theodore Siegel, 546 Barton St .E., 
Hamilton, Ontario, interned at the Ham-
ilton General Hospital. He is married and 
has one boy and two girls. At present he 
is in general practice. 
Dr. Gamet H. Smith, Jordan Station, 
Ontario, interned at Hamilton General 
Hospital. Following this he practised two 
years in partnership with Dr. W. S. Hed-
dle at Stoney Creek, Ontario. He now has 
his own general practice at Jordan Station. 
He is married and has one boy and two 
girls. 
Dr. E. M. Stevenson, 3003-31st Street, 
Vernon, B.C. 
Dr. George F. Stevenson, 1548 Faraday 
Dr., Manor Oub, Rockville, Maryland, 
interned at Ottawa Civic Hospital. He did 
post graduate work at Hamilton; Fort 
Wayne, Indiana; the Cleveland Clinic 
Hospital; and Northwestern University 
Medical School in Chicago. In November 
1958 he was elected vice-president of the 
Association of Clinical Scientists. He mar-
ried Dr. Fern Davis Meds' 45. 
Dr. Natale Joseph Toplack, 345 Victoria 
Street, Chatham, Ontario, interned at Vic-
toria Hospital. 
Dr. L Stewart Wells, 1412 Bruce St., 
Windsor, Ontario, interned at Grace Hos-
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pi tal, Windsor. 
Dr. George D. Wilkins, Hanna, Alberta, 
interned at Ottawa Civic Hospital. He also 
did post graduate training at Sarnia Gen-
eral Hospital and Calgary General Hos-
pital. He is in general practice and is 
married and has a son and a daughter. 
Class of 1965 
Dr. E. James Anderson, St. Joseph's Hos-
pital, London, Ontario. 
Dr. David I. Atkinson, Toronto West-
ern Hospital, Toronto, Ontario. 
Dr. Thomas W. Austin, Vancouver Gen-1 
eral Hospital, Vancouver, British Colum-\ 
bia. 
Dr. Jerald Bain, Toronto General Hos- ) 
pital, Toronto, Ontario. 
Dr. Albert S. Barber, St. Joseph's Hos-
pital, Toronto, Ontario. 
Dr. Peter A. Bidwell, Victoria Hospital, 
London, Ontario. 
Dr. Derek R. Boughner, Victoria Hos 
pital, London, Ontario. 
Dr. Lloyd E. Brubacher, St. Joseph's 
Hospital, London, Ontario. 
Dr. George E. Olamberlaio, Victoria 
Hospital, London, Ontario. 
Dr. Roy T. Chatterton, University Hos-
pital, Saskatoon, Saskatchewan. 
Dr. John H. Critchley, University of 
Alberta Hospital, Edmonton, Alberta. 
Dr. Brian J. Dunster, St. Paul's Hospital, 
Vancouver, British Columbia. 
Dr. H. Edward Elsoo, Wayne County 
General Hospital, Eloise, Michigan. 
Dr. Gary G. Ferguson, Victoria Hos-
pital, London, Ontario. 
Dr. J. Gordon Fisher, St. Joseph's Hos-
pital, London, Ontario. 
Dr. Gary A. Gibson, Victoria Hospital, 
London, Ontario. 
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Dr. C. Raymond Giddings, Vancouver 
General Hospital, Vancouver, British 
Columbia. 
Dr. David Gingrich, St. Joseph's Hos-
pital, Toronto, Ontario. 
Dr. A. E. Noelle Grace, Montreal Gen-
eral Hospital, Montreal, Quebec. 
Dr. Gary M. Gurbin, St. Joseph's Hos-
pital, London, Ontario. 
Dr. Frances L. Harley, St. Joseph's Hos-
pital, London, Ontario. 
Dr. Ian J. Harrington, Toronto Western 
Hospital, Toronto, Ontario. 
Dr. W . Phillip Hayman, Victoria Hos- J 
pita!, London, Ontario. 
Dr. Melvin Herzog, Toronto Western 
Hospital, Toronto, Ontario. 
Dr. Michael C. Hickey, St. Joseph's Hos-
pital, London, Ontario. 
Dr. James L. Hiscox, Toronto Western 
Hospital, Toronto, Ontario. 
Dr. Raymond H. Hollands, University 
of Alberta Hospital, Edmonton, Alberta. 
Dr. Richard K. How, University of Al-
berta Hospital, Edmonton, Alberta. 
Dr. Ivan A. Hunter, Montreal General 
Hospital, Montreal, Quebec. 
Dr. R. Morrison Hurley, St. Joseph's 
Hospital, London, Ontario. 
Dr. David R. Johns, Hamilton Civic 
Hospital, Hamilton, Ontario. 
Dr. J. Gregory Johnston, Victoria Hos-
pital, London, Ontario. 
Dr. Waldemar (Walter) Kosiowski, 
Victoria Hospital, London, Ontario. 
Dr. William J. Kostuk, Victoria Hos 
pita!, London, Ontario. 
Dr. Brian E. V. McCrudden, Vancouver 
General Hospital, Vancouver, British 
Columbia. 
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Dr. Ewa Melech, University of Alberta 
Hospital, Edmonton, Alberta. 
Dr. W . Logan Millman, St. Joseph's 
Hospital, London, Ontario. 
Dr. J. Kenneth Milne, St. Joseph's Hos·f 
pita!, London, Ontario. 
Dr. Terrence L. Moore, Toronto West-
ern Hospital, Toronto, Ontario. 
Dr. H. Brent Mundy, Victoria Hospital, 
London, Ontario. 
Dr. Frederick C. Nash, St. Paul's Hos-
pital, Vancouver, British Columbia. 
Dr. Donald E. Patten, St. Michael's Hos-
pital, Toronto, Ontario. 
Dr. Franlin W. Pon, Victoria Hospital, 
London, Ontario. 
Dr. Harvey R. Rabin, Montreal General 
Hospital, Montreal, Quebec. 
Dr. Edward J. Ragan, Toronto Western 
Hospital, Toronto, Ontario. 
Dr. Frank W. Riedl, St. Joseph's Hos-
pital, London, Ontario. 
Dr. Melville G. S. Roberts, University 
of Alberta Hospital, Edmonton, Alberta. 
Dr. Nora E. A. Stevens, Toronto Gen-
eral Hospital, Toronto, Ontario. 
Dr. Gerald J. M. Tevaarwerk, St. Jos-1 
eph's Hospital, London, Ontario. , 
Dr. Victor Vigna, St. Joseph's Hospital,0 
London, Ontario. I 
Dr. Robert J. Wahby, St. Joseph's Hos-
pital, London, Ontario. 
Dr. Wayne R Watson, St. Joseph's Hos-
pital, Toronto, Ontario. 
Dr. Ralph E. Wermuth, Victoria Hos-
pital, London, Ontario. 
Dr. Diana M. Willis, Montreal General 
Hospital, Montreal, Quebec. 
Dr. N. Roderick Willis, Victoria Hos-
pital, London, Ontario. 
Dr. Hans A. Witt, Vancouver General 
Hospital, Vancouver, British Columbia. 
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JOURNAL EXCHANGE PROGRAM 
Did you know that the University of 
Western Ontario Medical Journal has a 
world-wide circulation? Each issue is 
mailed to libraries in the following loca-
tions: 
Canada 15 
United States 28 
Central and South .America 7 
United Kingdom 7 
Mrica 4 
.Australia 1 
Japan 1 
Russia 1 
Italy 1 
Poland 2 
Finland 1 
Czechoslovakia 1 
The Netherlands 1 
Total 70 
Publications are received on an exchange 
basis from each of these places and are 
incorporated into the journal collection of 
the Health Sciences Library, U.W .O., 
where they are easily accessible. Every year 
the journals on exchange are re-assessed, 
some new ones being added and others 
being discontinued. The most recent addi-
tion is ".Annals of Physical Medicine" 
(London). 
There is a wide variety in the type of 
journal received. Most are publications of 
other medical schools which review recent 
developments in any medical area of inter-
est. Others are restricted to a given field, 
such as "The Bulletin of the Hospital for 
Joint Disease" (New York) and "Leu-
kemia· .Abstracts" (Chicago). "The Kobe 
Journal of Medical Sciences" (Japan) con-
tains papers on basic research only, where-
as one of the Polish bulletins is devoted 
entirely to medical history. The following 
are paraphrased from articles in exchange 
journals. 
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By SALLY STEWART, '67 
Scotland - Anatomy of an Epidemic 
In May 1964, the largest outbreak of 
typhoid fever in Britain since 1936 occur-
red in the city of .Aberdeen. The causative 
organism was Salmonella typhi phage type 
34. .A contaminated tin of corned beef 
from South .America was the source of 
spread, along with other cold meats sliced 
with the same knife. Rapid action was 
taken by medical, public health and other 
personnel to treat cases, watch contacts, 
and prevent new cases. 
Since thousands were at risk, the aid of 
the public was essential. Health education 
steps were as follows: .An attempt was 
made to raise the personal hygiene of all 
food handlers to near perfection. Tempor-
ary cessation was secured of the sale of all 
foods which might have been handled by 
persons incubating typhoid. Needless tra-
vel was discouraged and personal hygiene 
stressed. Public alarm was much reduced 
by giving people a rational picture of the 
disease and informing them of the meas-
ures necessary for its eradication. In total 
there were 507 cases and 3 deaths. 
South Mrica- Bantu Skin-Folds 
Calipers won't tell you if a Bantu male 
is obese . .Anthropometric studies show that 
in these individuals there is no correlation 
between the skin-fold thickness of the 
upper arm, subscapular or mid-axillary 
region and gross body weight. In other 
words, the heavier Bantu males are not 
necessarily those with greater subcutaneous 
fat deposits. In the Caucasian male, on the 
other band, there is a positive correlation 
between body weight and skin-fold thick-
ness. This relationship can be used to 
assess his degree of adiposity. 
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California- Cynicism in Medical 
Education 
"Cynical clinicians" is the critical name 
some have given to medical school gradu-
ates. Re.searchers have come to the definite 
conclusion that there is a significant in-
crease in cynicism and a decrease in 
humanitarianism in the attitudes of a medi-
cal student as he progresses from his fresh-
man to his senior year. This is not merely 
the effect of an increase in maturity. Ex-
planations for the development of a cyni-
cal attitude include anxiety of the student, 
disenchantment as a consequence of the 
nature of the training situation and the 
need for a defence against new emotional 
experiences. Some doctors feel that this 
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trend to cynicism would be reduced if 
more humanities and behavioral science 
classes were included in the medical cur-
riculum and that clinical work before the 
junior year might ultimately help the stu-
dent's relationship with his patients. 
SOURCES 
l. Fleming, et al ; "Comparison of Certain 
Anthropometri~ Features in Bantu and Cmua-
sian Subiuts," T he South African Journal of 
Medical Sciences, July 1964. 
2. Reeves, John M ., "Cynicism in M~di~al Edu-
~alion", Medical Arts and Sciences, Jan. 4, 
1965. 
3. Walker, W m., "The A berdeen Typhoid Out-
break of 1964", Scottish Medical Journal, 
Vol. X, o. 1, Dec., 1965. 
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News and Views 
Each Sunday at 9:00 A.M., the U.W.O. 
Medical Education T.V. Series will present 
a series of five topics for discussion. The 
first topic 'SUBARACHNOID HEMORR-
HAGES' featured John Allcock, M.D. and 
Charles Drake, M.D., March 13, over 
CFPL-TV. 
Other presentations will cover various 
areas of medicine, for example, 'THE 
POST-MENOPAUSAL PATIENT', a 
panel discussion; 'CONGENITAL HEART 
DISEASE IN INFANTS'; 'AN AP-
PROACH TO PERIPHERAL VASCULAR 
DISEASE' and 'VENOUS THROM-
BOSES AND PULMONARY EMBO-
liSM'. This is an opportunity for educa-
tion and will also provide an assessment 
for the role of T .V. education on a wider 
basis, perhaps even in medical school 
classes. 
ANNUAL ACADEMY DAY 
The London Academy of Medicine 
featured guest speakers, Henry J. M. Bar-
nett, M.D. and Charles G. Drake, M.D. 
at the Annual Academy Day, March 9, 
1966. Dr. Barnett spoke on the 'Diagnosis 
and Management of Major Cerebral Vas-
cular Disease' in the morning session. He 
covered both the Medical treatment and 
Surgical treatment of carotid occlusion and 
stenosis. Dr. Barnett discussed the use of 
anti-coagulants and hypotensive agents in 
the medical manegement of these patients, 
stressing the fact, not to use powerful 
hypotensive agents. 
In diagnosing this condition, it is im-
portant to recognize an early stroke before 
it develops, for example, transient ischemic 
attacks, and to employ 'ARTERIOGRA-
PHY' when the diagnosis is uncertain and 
when the diagnosis is known and surgery 
is to be considered. The commonest site 
for obstruction is the carotid artery near 
the upper border of the thyroid cartilage 
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(Carotid sinus area) followed by the mid-
dle cerebral artery. 
In the afternoon session, Dr. Ba.rnett 
spoke on the 'NEUROLOGICAL SIG-
NIFICANCE OF A liGAMENTOUS 
NECK SPRAIN FROM REAR-END 
COLliSION.' This was followed by a 
panel discussion on HEADACHE - WHEN 
IS IT SIGNIFICANT? 
CANCER RESEARCH 
Medical researchers at Western will 
receive more than 1/3 million dollars 
from the National Cancer Institute of 
Canada in the form of research grants and 
fellowships for the year 1966-67. 
The National Cancer Institute of Can-
ada will support fundamental research in 
the field of cancer this year in an amount 
close to. $2,500,000. One-fifth of these 
funds come from federal and provincial 
grants and the remaining four-fifths repre-
sent funds raised by the Canadian Cancer 
Society. 
The Ontario Cancer Treatment and Re-
search Foundation has designed Dr. E. R. 
Plunkett of the Department of Medical 
Research and Department of Obstetrics 
and Gynaecology, and Dr. J. A. McCredie 
of the Department of Surgery and the 
Department of Therapeutic Radiology as 
"Ontario Cancer Foundation Research 
Associates." This recognizes them as Sen-
ior Career Research Workers in the field 
of Cancer. 
GENERAL PRACI1TIONER'S 
ADVANTAGE OVER HOSPITAL 
CONSULTANT 
The advantage which the general prac-
titioner has over the hospital consultant is 
his knowledge of the patient in his own 
environment and the continuity of care, 
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which usually vanishes the moment the 
patient is admitted to hospital. If the gen-
eral practitioner makes use of these advant-
ages he can achieve a great deal for the 
patient, and it will provide him with an 
immense feeling of fulfilment. The fallacy 
that medicine is now so complex that no 
one man can cope with its bewildering 
variety is steadily gaining credence, and 
with it the corollary that the group or 
polyclinic must offer better service. What 
is often forgotten is that we are treating 
people and not diseases. 
A. Fry, Proceedings of the Royal Society of 
Medicine, April 1965, p. 231. 
RAPID TEST FOR INFECI10US 
MONONUCLEOSIS 
In a new, rapid slide test for infectious 
mononucleosis, 1 drop of a 4 per cent 
saline suspension of formalin - stabilized 
horse red blood cells is added to 1 drop of 
serum on a slide, mixed, rotated continu-
ously, and read for agglutination within 
two minutes. Positive serums give strong 
agglutinations, whereas negative serums 
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are finely granular. 
C.A.M.Sl. 
The C.A.M.S.I. Summer School in 
Tropical Medicine will be held from Aug-
ust 13 to September 3, 1966, in Port-au-
Prince, Republic of Haiti. Interns and 
medical students from any medical school 
in Canada who have completed their sec-
ond medical year by June 1966 will be 
eligible. Five students, male or female, will 
be accepted from each university, making a 
total of 60 students in all. 
The programme will include pre-clinical 
courses at Port-au-Prince, Faculty of Medi-
cine, clinical work at Port-au-Prince hos-
pitals finishing off with field medicine in 
neighbouring communities. The CIBA 
Company limited (Canada) has helpfully 
given support to this project. Representing 
U.W.O. in 1966 will be Christina de 
Jonge and John Lamont both of Med's '66 
and Stuart Aberhard, Bill Muir and Bruce 
Douglas of Med's '67. 
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'The direction in which education starts a man 
will determine his future life." 
Plato 
TO PARENTS 
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